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PiffiFACE 



Thfe Fogarty International Center vyas, established in 1968 as a memorial to the. 
late Congressman' John E. Fogarty trojn I^hode Island. It hadVen Mr. Fojgaftj^. 
desire to create within the National Institutes of Health a center for research In. 
biology and medicine dedicated to' international cooperation and collaboration la 
the interest»of the health of*mankind. '\ * 

The Fogarty Intefnatioi^al Cemer is a unique 'resource within the F^eral 
establislunent, providing a base for expansion of America's health research and 
health care to lands abroad and for bringing the talents and resources of other 
H^ations to bear u^n the, many and varied health problems of the United States. 

* ' As an institytion for advanced st\idy, the Fogarty Interaational Center has 
embraced the majbr theme&.of medical education, environmental^ealth, societal 
factors influencing health and disease, geographic health problems, international 
health research and education, and preventive' medicine. OA commitment to the 
study of preventive aspects of huitiarf disease is expressed in the forthcoming 
Eogatty International Center Series on Preventive Medi.cine.' % 

^^^Ifiprovement in the health- sfatus of the American people will depend, in jreat 
measure, on the design and application of programs which place major emphasis 
on the preventive aspects of human diseai^ Al^Jiough health authorities generally 
agree with this thesis, there is need for more precise definition of effective methods 
and* programs of prevention, financial resources required to implement these pro- 

• grams, and priorities to be 'assigned to research in preventive methodology. The 
need to as^mble expertise in this field to eiucidaje mechanisms whereby the full 
impact of preventive medicine may be brought to bear on the solution of America's 
rqfijoT health problems .has been expressed repeatedly^ in public statements by 
leaders throughout the hcakh field. . . , 

In response to this need, the Fogarly Internatibnal Center initiated 'a series of 
comprehensive studies of preventive medicine iii order to review and evaluate th§ > 
st^te 6f the ar^ of prevention and control of human^disqases, to identity deficiencies 

• in knowledge requirmg further research, including analysis* of financial resources, 
preventive tpchniqlies, and manpower, and to recognize problems in application of- 
preventive methods and' suggest corrective action. ^ . 

In^n effort to contribute to the educational aspects of preventive medicine, the 
Fogarty International Center has undertaken a cooperative program with the 
Association of Teachers (rf Preventive Medicine to create resource material to 
J assist in the administi^ation, teacHing, research, ind service responsiWlities ameng 
departments of preventive medicine,, to enhance collaborative activki^ between 
departments of preventive me'dicine and other acadefmc units of health science 
schools, and to^ propose national programs of teaching, research, and ser.vice in 
preventive medicine. Topics to be given major emphasis include the role qf 
behavioral^ sciences in preventive medichife, academic relationships between depart- 
ments of preventive medicme and schools of public health, internatimial and 
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^ » extramura! teachin^a/id research opporjurtities in preventive jijedicine, telcrhing 

resources of deparg&nty health education, primary care and family medicine, the 
4 role of ancillary heaUh ifersonpel in the healthcare delivery systems, and consumer 
I. participation iite health fcare delivery. " ' • * 

This monograph^pn Preventive' and Community Medicine in Primary Care^ iS 
part ol^the Fogarty" International Centfer Series on the- Teaching of Preventive 
Medicine. The growing emptiasis on prev.entvvc services has focused, attention on ' 
the interests and resf>onsibililies shared by practitioners of primary (5arc and pre- 
* yentive medicine s^i^ists. It is obvious that the knowledge developed in preven- 

tion research will ^ applied in practice through the^primary care disciplines of 
family medicine, pediatrics, internal medicine and obstetrics. Accordingly, it will 
be* necessary for the~ educational process to promote the integration of these* di^- 
^ • i ciplines wfih preyerttive medicine teaching in the development of new knowledge,, 

' the delivery of preventive services and evaluation of, the health care system. This 
, monograph attempi&4o analyze ways»in which this integration cati be accomplished. 

MiLo D. Leavitt, Jr., M.D. 
. . , \ ' - Director 

'Fogarty Ifjternational Center • 

• - ♦ , • • ■ 
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A Niie ^om the Chairman 



The ATPM/Fogarty^ Symposium, on PreVentive and Community Medicine in 
Primary Care arose from the realization that Primary Care is the m'ost important 
single aspect ift the spectrum of medical care and, ^^ the s^me time, the tnost 
neglected, both from the point of view of training Qt*perkonnel and in delivery of 
'services to people. Medicad cafe has becotne fragmented;Mncom{nete and'chaotic, 
-and eMSting knowledge is not being adequately applied for prevention- of disease 
and disability. For at least a decade, leaders in mjedical education have been calling 
for increased and imprbved twining of primary care fidaltfi personnel, both phy- 
sicians and paramedics. Arid .particular str,ess has been placed .upon the training 
of a new type of primary physician popularly called the. fahiily physician. This 
physician carries out three majoc functions r he is the physician o^ first contact )vith 
the patient; he is" responsible fof maintaining continuity of care; be integrates the 
care of the patient. In a word, hejs the patient's managing physician. 

Along with these developmftits have come new challenges in the training of .other 
primary care providers such as physician's assistants 'and nurse practitioners. A 
addition, in the United States as contrasl<fd-with England and most of tfie Western 
Europcjan countries, there always Jiave been many other kinds oL physicians who 
provide primary Care services, such as those in internal medicine, 4)eaiatrics, and 
to a lesser extent, in some of the other specialties. ' 

These factors combine to Create a sense of: urgency in improvement aftd ratio- 
nalization of primary medical care training 5and in the better implenjentation of 
team practice to which, for many years, have ^11 bfeen paying lip service. ^ 

Sinitiltaneously, the educators in preventive ancl social medicine have become 
more consQious of their isc^^afion from the mainstream of both training ot medical 
♦personnel and delivery of services. The exciting research ami disfoveries in epi- 
demiology and in p^ventive nigdicine are not being adequat^ exploited either in 
the medical school classroom or in the^ doctor's office. Doctors are graduated from 
school and go into practice ^with inadequate knowfedge of Ihes^ vital instruments, 
for better, service to the human race. ' 
/AH of.this was brought to a head by the apfjroval in 1969 of the. 20th specialty 
of medicine, family practice, and thf ensuing renaissance in the development of 
training programs throughout the country. Very soon many of the **b^st arfd ''the 
brightest" of the medical students were flocking into the field and within a few 
years more than 200 approved residency training programs were established and 
their number is still increasing. The phenomenon indeed^reflected a need which 
finally was receiving long overdye recognition. 

The medical schools responded and today virtually every school- in the country 
, cither has a program of training in family medicine and/ or "primary, medj|ine" or 
is cdntfemplating establishing one. 

There is an inextricably dose affinity between preventive medicine and primary 
care. Indeed, primary medital care for the individual and mass community pro- 
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grams are the two stages on which preventive, medicine performs. Realizing this, 
many of tKe forward-looking people in preventive medicine depa^tnients have 
initiated progj^ms in prjmary care including-;family practice trainin^f In many 
schools, separate dep^tments of iFamily practice have been Established. In -these 
instances the, separate ^iepartraents soon rciplized |Jie need to have components, of 
preyentive^medicine an$l;family medidne" together; and cither have developed these - 
resources within Iheip departments or" cre^^gjHbd, necessary iotdldepartmental al- 
liances to accomplish the, sanre objective?^ * • - ' . .| i ' 

. As a result oisthese Varidd'^ntf coraplek factors, iwe.'see primary care traTining in 
<he U(uted States taking madyrCj^^^trainni^^ jjjwsicians, greater -em- ^ 

phasis'^n primary care in t^ iraihinj <?f*i|jfcw arid peafatViaians; and new 
programs of training fltJh«^hysi<;iao primary c4fe personnel. iCcflecting these ^'ry- 

,ing develpfMTients are the nanjes of *the departmerHs: family -and Community 
medicine; primary car6; family praotioe; family and community health, etc. 

A century ago >/irchow. said, "Medicine is a *SQciar.scienc^/and politics ^re 
nothing else than medicine on* a large scale." Preventive^.^ediciHe is fSfrtrfe* essence^ 
of this social science, yet it is^thc most 'neglected area "of botjt medical education. 

. and medical practice. Fundamentally, t}iis may be largely*the result of the prevliil- 
ing mode of medical practice in the IMted, States, with its emphasis on disease 
and bn commercialism to a^ deplorable extent. Yet medical education bears heavy ^ 

.tesponsibility for leadership t<5 improv^ the situation. ' 

It is m this context that the Association of Teachei^ of Prevenjive Medicine felt- 
it important -to look into the mat^ter of how p^i^entive medfdne and primary care * 
training canj^ most effectively coordinated,- 3nMcm one can help the other in the 
development of better informed,' and therefore, WboKiumitfte and effective physi- 
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\ In puttM^^ogerf'her this symposium, ,ATPM recognizes first ^ all thc^ Fogarty 
; ^ Center for its practical assfs tiw i c in making tlie symposium possible; seicwdly, the 
participants wTi© jave of their time and talent to contribute, we h^)pe, ^me con- 
» structive thoughts on^the 'issues; to Robert Berg. M.D., Chairman of thp I>epart- 
ment of Pqeventive Medicine and Community Health at the University of Roches- 
ter, who was President of ATPM at the iim^ and gave it his encpuragement and 
to William Barker, M.D.,' Assistant Professor of Preventive Medicine ^t the Uni- 
' ^ersit^ of Rochester, who wrote the excellent intrbdliction, edited the papers and 
put it all together., ^ - * • *• . , 

^Herbert K. Abranis, M.D. 
Professor andi Head^ 

Department of FaMfly'^ Commanity Medicine 
University of ATiSohcT^ 
tollege of Medicine \^ 
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Inspection, palpation,* p^cussion and auscultation — diaghosis and treatmeij.!— 
time hgnoreij , attributes of the practice of clinical medicine. In addition to theSe, 

* what tools and thought processes of preventiye and community medicine should.be 

* included in the primary physician^s edi^ation,';hence hopefully ih his practice? As* 
d^ijctrtl in figure 1, this question .foCifees upon the areas of.filrictidnal overiap/te- 
tween the fields of Preventive and 'Community Metlicir^g arid Primary Medical 
Care. The task of'this symposium has been tb define these overlap areas ^d to 
recon^mend ways to optimallV incorporate fhem int« ^undergraduate *an<J^ Pj^m- 
•graduate medical education. , . ' 

' The need for such curriculjar undertakings has been acknowledged in* the fore-^ 
/mpst assessments of inedicine and medical education in the 20th century^ 

In the introduction to his epoch study Medical Education in the United States and 
Canada, Abraham Flexnfer (1910) observed of the practicing phy^ciafil 

-His relcition^waf formerly to ftis patient^ at* most to his patient's famtly; apd it was almosl^aiton 
get her retnedial. The patient had something the matter wit ft him: the' doctor was daHed in to 
cure It. Payment of a fee ended the transaction. But the physidaiVs function is fast becoming , 
social and preventive, rather than individual an^ cu^ive. Upon him society relies to ascertain, 
and thtough measures Essentially educational to enforce the conditions that pTevent dis^a^ and 
make positively for physical and mofal well being. / ' - ' ' 

The Report €ff the Committee on Costs of Medical Care^or the Ame^an Peofde 
' ( W32) ?tated in the section on physician" education: iTj ^ * 

Medicine is npt an nbstratt body of knfii»ledee to bt *used only in ^ laboratory. It is a social 9' 
as well as a biot^ical science, and it has economic, psychological, and sociological relation- 

* ships. The social background and interrelations of medicine should be^s much a part^ef*^ 
medical education as tfie physical, chemical, and ba<^terJological backgrounds. Indeed, thi§ ' 
poiftf of view should permeate the entire, professional training,, . TJi^ content and character of 
the education given to physicians * sHould Jqcus major attention ofKthdse aspects of medical \ 
knowledge arid techtUque which in the future will occj^ipy a major paKi <rf the time and attentiofHf • - 
of practitioners. This means, effeciaily greater emphasis on preveniiv^ medicine in all aspects 

• of practice, better, training in the healtli instruction of' patients, ahamore attention to prob- - 
lerhs 'of nienta{^ and social adjustmer\t ,^ * ' . " ' ^ 

^More re'cently, the Report of^he Citizens Commission on Graduate Medical 

\ Education . . . Millis (1966), in addressing .the training needs qf tl^e contemporary 

primary care physician, noted: • . ' 

*\ ^ . * ' , ^ * * 

The young pliysifian preparing li^self to offer continuing, comprehensive care ne^d$ to know 
people as^wefU as the^r tissues and organs, medical Mtorie^ . . . and relationships as well as indi- 
; vidual disease stales^!^^dical ecology as well as symptomatology. Work in psyc*hiatry woUhd 

* give him some of this backgroufftl and so would some materials from sociology and public 
hS'althf.. ^« . ' ' , , / 

'"/Finafly/the DH^W|orward Plan* for Health, 1976^80 (1974)^whicla-identify- 
••jng prevention arrd primary^care as two majy themes for gu.iding national health 
policy, slated: v * . * * \ 
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DEMOGRAPHY/- 
BEHAVIORAL SClENCI 

ECONOMICS 
-J-QLITICAL SCIENCE 
MANAGEMENT SCIENCE 



COMMUNITY 
MEDICINE 



PREVENTIVE- 
MEDICINE 



Figure 1. Shaded areas indiesite the focus of symposium, the overlap 
between the flefth'of Preventive and Community Medicine 
and Primary Care. 
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~ Primary care is the key to the medical services component of our ffevehtion strategy because • 
mmt preventive health service^ are provided on art ambulatory basis through primary care . . . 

Pn reflection, it. is apparent that a mix of preventive and community medicine 
witb primary care practice does in fact already exist, end ..will grow considerably 
in the future. "Content of practice" studies,of general practice (Brown et al., 1971; 
.Chamberlain and Drui, 1975), internal medicine (Coe andBrehm, 1972; Dowling' 
and Shakow, 1952), and {Pediatrics (Hessel and Haggerty, 1968), and most re- 
cently the National .Ambulatory M^edical Caf^, Survey (1975), have repeatedly • 
documented that 2Q percent or more of tasks that primary^ care physicians ar^ 
t:aUed'up^ to perform consist, of activities si^ch as well-baby care,liiealth checkups, 
health o^seling, immunizations, family planning, etc. The extent to which cli- 
nicians might apply concepts and tools of preventive and community medicine is 
exemplified by the work of such persons as Pickles (1939), Fry (1957), and Hart 
(1974) in England; and Hames (1971), Robbins (1970), Bjorn and Cross 
(1970), in the United States. The |rowmg c;mphasis oV preventive services and 
public accountability in curreijt federal health legislation ^ defines further emerging 
. community-oriented roles for tHe practiflng physician.- 

To effectively carry out ther many nondiagnostic, nonthqrapeutic roles conferred 
upon them..by their patients and* by society, tjje primary physicians need apjjropri- 
ate education in the concepts and application of epidemiology, behaviora> science,^ 
a^dbiostatistics, as well as selected aspects of economics, behavior-al, political, and^ 
management sciences. The content and method&^or educating future practitioners 
in^t1l|se disciplines remain to be determined. A variety , of sources (Kane^l974; 
.K^k, 1974; Mbrn^ 1970; Davies, 19ji; Harder, 1972; Brfeslow, 1976;>lpeFt 

* ^ * . and Charney, 1973; and sev^l others in tlieTogarty Interiwfc^onal Cpnter series' , 

. V pn the Te,9ching of Preventive Medicine 2)' provide extensive, aulnoritatfve informa- 
tion. To render this material into^a curriculum appropriate 'for future clinicians ns 
* -^a challenge. A recently j)ro posed ^project to define the preventive/coinmunity , med- 
icine competencies required in clinical medicine should^ prove particularly useful 
, for establishing such core educational material (Segall, 1975). 

Ideally,. these ecbicational materials o^ce defined would be integrated into pre-*, 
clinical and particularly ^clinical phases o^ medical edubation. In this regard, sur- 
veys conducted: by the Association of Teachers of Preventive Medicine in 1913J, 
ami 1^74 yi^ded disquieting, if not unsurprising results (ATPM, 1^974). While 
most medical schools reported required course^ work in epidemiology, biostatistics, 

* * ihedicaJ care, and related disciplines during the preclinical years, very few reported 

teaching these subjects during the last two, predominandy clinic^ ^ears when 
students' future practice habits are most profoun^lly influenced. Additionally, few 
departments reported more than occasional educational input in postgraduate 
primary care training programs located at their respective medical schools. With 
the growing national emphasis on developing innovative primary care teaching 
prognmi^ in both undergraduate and ^aduate medical education, the time is most 
propi^us for incorp^ating preventive and cominunity medicine teaching far more 
^ effie^vely into< this p^Ft of clinical training. 

Against rfiis background the present symposium on Preventive and Community 
Medicine in Primary* Care was convened, under the thoughtful chairmanship of 

' . ••■ • • " • - ■ - " 

* Occupational Safety and Health Act» 1970; Profeaikienal Standards Rfview Orsknization 
Amendment ' to Sooia) Security Act, 1972; Health Maintenance - Or gafmation A|t, 1973; 
» National Health Planning and: Resources DevelopmA Act, 1974. \ 

'New Health Practitioners; Teaching of Chronic Mness and Aging; Consupiec Participation 
in Heajth Care;* Teaching Resources in Preventi^^e Mcdicli|e. ' % ^- 
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Dr. Herbert Abrams. Participating in the tWo-day deliberations were a highly 
qualified and varied gi'oup ranging from longstanding leaders in thejiclds^f pre- 
ventive, commuiiity, and family medicine to residents in training in diese fields. In 
. addition to a common commitment to seek rational and equitable approaches to 
providii^ health services, indi^>4idual participants pf-ovided valuable 'perspectives v 
froitf a number of Ulated areas, including history, sociology, economics, politics^ 
community organization, and ed^ation. ^ ^ ^ . ^ 

Th^^ntents of the symposium, a series oi six Rrimary papers, each accom- 
- panieS^r formal and informaf discussion,^ have been oi^anized into the follpwing 
four sections relating »to teaching Of%eventive and community- medicine irf pri- 
:^Jiiary care: Medical School Aspects; ipontent and Methods; Disciplines; and De- 
^ livefy Systdpi Aspects. T\mo shori essays, which were submitted by special request 

* foUowSig the symposium, a^Rjoimd in* a supplemental section- at the end of the 
book. The first is entitlQ0, Preventive-Conjminity Medicine^ Roles in Primary Care 
Education — The Family Practice R^sid.e^s Perspective^ and the-second is entitled 
Medical Education from the Pejspe«tjVe of^Minority Groups— A Social Policy 
Issue. Each section is pcecedecfby a brief^^imimary, flmcfa'set of recommendations . 
distilled fronr the proceedings is listed/at the front of the voltin^e. \g^^ 

The- symposium covers* in some depth bolih the conceptual and opersmonaf 
aspects of the stated problem of integrating preventive ahd community medicine 
into primary care education. At the conceptual level the section on MecKcal Schoo^ 
. Aspects addresses the issue of synthesizing pr^venjive/community medicine de- 
partmental activities with those of primary care teaching programs; the s,ectiop on 
' . 4 Disciplines focuses on those aspects of primary care 16 wTiich epidemiology, be-' 
havioral science, economics, etc., , might mosj^ productively apply;' the section on 
Delivery System Aspects pisKilates a rational structure for delivery of prevention- * , 
oriented primary care ser^^Ices and assesses the societal* forces that might bring 
about such change. At the operational level, the section on Content and Methods of 
- • education provides detailed descriptions and analyses of specific preventive/con)- 
munity medicine teiaching objectives and. methods from several existing Family 
Medicine Programs. (Note: As the leading primary care'teaching. discipline In 
United States iftedical schools, family Me(Jfo^e is the logical clinical model to 
focus upon. However, it i^ anticipated lhaf th^ principles and' recommendations 
contained in this volume might ap^ly to the education and practice-of all types of 
\ primary care ^actitioners — e^g., mternists, paediatricians, new health practitioners,. 
\etc.) . > . ' ' ; " . ' 



To summarize anfd reflect: , ^ ^ ~ 

Is this era' when prevention of disease and community accbuntability, on the one 
hand, and primary cafe on" the jfther, acf amoft| the leading goals of our emerging 
naitiorfal health policy, one discerns in r reviewing* tlie subject, in these pages, great 
\potential for these go^ls to proceed not only iii parallel but in consort. l\ is equally 
apparent that certain significant barriers must he surmounted in order to optimally * 
achieve such a mix in practice. Not the;, least amor^ these are the following:* 

1. The tendency for public and private finahcers of medica^research and educa- 
tion to equate medical progress with development ^nd institutionalising of new* 
measures fbr diagnosis and treatment (St disease. 

2.. The tendency in turn for the medital eiffucation process to focus^ahnost ex- 
cl^vely on traditional diagnostic and therapeutic roles o( the physician. 
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^ 3. The tendency of the medical profession to view its role almost pxdusively as ' 
that of healing the s*k. ^ 

4. The tendency for third party financers of medical services to restrict them- ^ 
selves to actuaHal models based on the occurrence of symptomatic illness. ^ 
» 5. The tc^ndency of the general public to restrict health concerns tq the obtain- 
ing of relief from symptoms. / • ^ 
Some of these barriers to preventive and "community-oriented medical practice 
may be surmounted through education of primary care providers, as addressed in 
this symposium; other o* the barriers will succumb only Xo different kinds of educa- 
iion pr persuasion, directed at consumers, ejected officials, thi^ party carriers, 
etc. (Curryet al., 1974; Susser, 1975). Accordingly, it may be hoped that tlie read- 
ership of this monograph— students, teachert, Means, practitioners, policymakers, 
and others — will not only be persuaded of the impAtance of modifying medical 
education, but also of th^ necessity to participate jn the modification of other 
critical factors in the fabric of our health system. To do less would be scarcely to 

go to sea at all.* " - \ 

William f. Barker, M.D. 

Editor 
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RE^OMMENDATIOI^S FROM THE COIS^ERENCE 

* ' • * ^ " • 



These reconynendations have been revie\ved ^nd approved'by a majoril^ of par- 
ticipants in the symposium:* They are addressed ta those persons wficve^tablish and 
implemtnt health poficy. This audience includes: * ^ • 

— Legislators and administrators in Federal and State Governments who write,- 
fund and implement legislation and Regulations pertaining* to medical ecluca* ^ 

4 tidh'and content' of ^medical practice (e.g., Health Manpower Training, Na- 
tional Health Insucance).- • . *, ^ 

— Private foundations concerned with supporting programs in primary care and 
community health. « ' ^ ^ - 

— Deans. ind durriculuni committees of medical schools in deciding structure, 
content, and lunding erf curriculum. > . ^ / ^* 

— Preventive/Community Medicine, Family Medicine, and other prfrmary 'care^ 
faculty in as^ssing tdaching priorities, content, and fnethods of their depart- 

* -'mejjis or programs. ' >^ * 

— Medical students, preventive n^edicine, community medicine, and primary 
care residents who are concerned wilh influencing the kind of education they 
* receive. 

— Consumers ^o are concerned about the type pf physicians graduatii?g &om 
American mimical schools. , ^ 

. 1. A'niajor role for preventive and community medfcine' (PM/QM) in primary 
medical care (PC) should be recognized by alti^fislltutions with PC teaching 
or framing programs. ArfangenJ^ts whi^ facilitate' dkect' involvement of. 
PM/CM faculty in PC teaching programs and research Should be strongly 
erltouraged in medkal scliools, and other institutions with such 'programs. 
Representatives tn^ respective fields should actively participate in meet- 
ings add other related activities 'of eac;h otlfer's professional societies (e.g.. 
Association of Teachers of Preventive Medicine, Socie^' of Teachers of 
Family Medicine, etc.) to facilitate the building of academic bridges between 
,PM/CM and PC, / ' ^ 

" A coref set of preventive/community medicine competencies required for con- 
temporary primary care pr&ctice should be identified, and optimal methods 
for teactiing^these should be developed! Sy^cb curricular materials ^ould be 
developed through the effort^- 'of a consortium of PM/CM and PC teachers 
and practitioners and profe^ional educators. Such materials should be made 
available for use by all FC teaching programs and as Resource material for 
setting standards for^the PM/CM aspect of PC training' programs. 

♦ 3. The role of /C in providing a full range of basic health services to a com- 
munity o( persons should be explicitly recognized and Exemplified by teach- 
ing programs. Accordingly, such {Programs should have the^^lowing 
attributes: (a) Based both in^ community hospitals* or practice settings, and 
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.inUfcademic centers where tesour^es and support make it possible ta ^ive 
' adequate training in primary care.. This wiir assure adequate visibility of ^ 
primaiv medicine ih the 'spectrum df paedical care and, at the same time, fully ' 
exploit avaHable community and academic' resources, (b) Provide ready ac-. 
cfess to various community agencies arvd organizations which play^ important^* 
. \^ roles in PC (e.g*., health departments, school health programs, family planning 
I and welfare services).' ^ \ 

4. The imMrfant contributions to be made by the disciplines of epidemiology, , 
* biost«>tisflc§,' behaviyal science, and ^elected soci.al Sciences to PC service, 

' teaching, axijj research should be recognized. The usefulness o£ descriptive 

' .and analytic techniques of epidemiology and biostatistics in developing medi- 
cal record systems;2[nd in utilizing these for self-audit, peer review, identifica- 
tion of high risk 'groups for delivering preventive services ^nd conducting 
1^ * evalualiMl^seafch, should be recognifed anfl promoted, Thj^ importa^^^^role 
f J dt behavioPiill^ence in understanding and optimizing patient utilization of 

' health services, particularly preventive services, should be [^cognized and 
promoted. Political and economic decisionmaking processes' should be un- 
dfrstood by' primary care practitioners to 'assist them in . interpreting and • 

* influencing new health lei^slation and financing mechanisms'which affect the 
. * delivefy of primary care.. ' ' ^S^-^ ' "^ 

r5. The need for primary CGje^rvice adminisXratofs with managerial and com-' 
munity'health training should b^ r^cogniz^d. Appropriate curdcular materials 
and training programs for prepann^siich individuals should be developed at 
undergraduate^ and graduate* levels. Departments* of PM/CM should take a • 
leadyig role in thiskftffort. ' » 

6.'The'pritical role of healjh service financing in determining the content of 

' medical practice ahd education, particularly as it pertains to preventive and 
community aspects, must be clearly rfcognizedi The benefits of PM/CM 
aspects of PC practfce in terms of effedtiveness a*id efficiency should be well 
documented and used to persuade cbnsumers, third party payors, health pro- 
fessionals, and policymlkers of' the importance of developing positive in- 
cQntive^ (professional, economic^ etp.) to enhance access to siich services. 
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MEDICAL SCHOOL ASPECtS 




The symposium opens with a series of formal and iAformal analyses ^ 
of the issue of in^relating the teaching of^reventive/community 
medicine and prima^care in .medical schools. 

Dr. Tapp relate^his symposium to the^ overall prime purpose of 
medical school education — to train physicians suitable to meet the- 
needs of society. Helocuses on the current strongly expressed need for 
primary care |Aysi@ans and the ^ole departments of preventive medi- 
cine, with their traditional /tfmphsisis on defining ahd solving health 
problems from the* point of view of the^ community, can play in this 
movement. The main body of the paf)er is a review of current goals 
ancl DToblem lists ofpreventive medicine and primary care teaching pro- * 
grjMBS in medical s<^ools. Since the two fields have substantial com- 
onality of/ffurpose and institutional needs, the^ paper advocates a 
close, if no/formally consummated* relationship between departments of 
preventive/community medicine and ^primary care programs, particu- 
larly family medicine, DrI Casjle's invited discussion agrees with Tapp's 
formulation of the i^ues, but argues for4he creation of a new type of 
community medicine/primary gare department rather than attempting 
to harmonize the \^s of the traditional non-clinical preventive medi- 
cine department with those of the new prhnary.care. Experience widi 
such a department at the University of Utaih is briefly described. Gen- 
eral discussion begins with an exchange of opposing views on the pro- 
posed 'preventive'/conimunity medicine — prim/ary care departmental 
marriage. An inevitS)le interlude to establish a working definition of 
primary care follc^. The discussants then address community and 
preventive roles apptopriate to primary care, giving particular atten- 
tion to tjie concept and the mechanics of a "trusteeship'' between the 
primary physician an^l his patients and conimunity/ Discussion closes 
with questions of the_distinction bejt\veen "family medicine" and "family 
prac!icdLand of .therole of these primary care concepts in our chahg- 
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roles of departments of 
preventive; medicine 



Jesse W. Tapp 



INTRODUCTION 

This paper deals with d^Sx Iments of preventive 
medicine faced with 4he current rapidly growing in- 
terest iit primary caj^e. Already, a number of medical 
schools have linked these elements, both in school 
Structure atidpp function. I will review the desirabil- 
ity of this development in vipw of the general f>ur- 
pQSCS of medical education. First, I will look at 
medical education in general, and^thep turn to the 
specificitttf preventive medicine and primary care, 
especia^ as they pertain to meeting society's 
expectations. % 

Medical schopl is conventionally viewed as a triad 
of education, research and service, witlf increasing . 
attention currently being given to the last of these. . 
What responsibility do we in medical education have 
for helping to^meet ^^ay-* health care needs? Wcj. 
continually have to explain, that, for us, service and 
education are indivisible. Our unique function is to 
meet manpo^^r needs for providing health care. To 
achieve (his,^ the process of educating |)hysicians at 
all levels should be focused pn^ the identifiable ne^ds^ 
of society, both in providing adequate numbers of 
physicians and in ^preparing them with skills and at 
titudes conducive to serving society. Graduate medi 
cal education needs to be much more attentive to 
the needs of society for the v^irious kinds of spe- 
cialty manpower, as well as to the problem of 
geographic « distribution of heahh care providers, by 
whatever mechanisms will work. Likewise, graduate 
education must prepare physicians for medical prac- 
tice arrangements which are not only cost effective 
for. society, but also bonducive to continuing educa- 
tion, focused on demonstrated needs fotJieahh care, 
not just the preexisting interest areas and current 
novehies attractive to physicians. 

Medical education may also serve society in the 



preparation of allied health ^nd physician^ support 
personnel, so that physiciansyand other ^providers "of 
health services can work moreNproductively together. 
With all of the verba^ recognition . given to the ' 
"health care team," it is still uhclear who should 
lead and who will serve on thfe t^m. The role of 
the medical school in prep^jpg^ tesim members 
seems to be just as confused as the role of the phy- 
sician himself within the team. Improved health care 
teamwork in the community, will require niore ef- ^ 
fective learning in the formative years of physicians. 

Medical care is being provided to larke numbers 
of patients in order to achieve the educational and 
research missions of medical eduijators. Providing 
this care could afford opportunities for Research and 
development in improving the health care *system 
.also. Educational, experiences for students in the pa- 
tient care systems 6i conrimunities should include, 
finding ways to expand care in lu^rserved areas. 
Educational experiences in ^jjjiKrservqd areas 
should be more 'canducive^to j^ffl^tig practice in 
th(5Se areas. Until we put as mtich ''effort into the* 
quality of the educational experience ai|pd at meet- 
j^p^ealth care needs as we do info the morec^ eso- 
teric aspects of medical diagnosis and treatment, we 
cannot expect to have physicians oriented to com- 
fnunity service as much as they have, been to re- 
search jind sut^specialty practice in the past: 
. While. meeting the-heahh 'inanpower needs of so- 
cifty, we are also 'meeting the career goals of futtfft 
professionals, which may be a^much of a service to 
the community as is direct provision of patient care. 
Medical schpol provides, access to becoming a phy- 
sician net only as a traditional middle class career 
pathway, byt now increasingly as a vehicle for mi- 
nority oWortunity. We have to be careful, however; 
that w6 do not confuse career opportunities for mi- 
nority students with attempts to meet heahh care 
needs of shortage areas that require another kind of 
^effort for solution. Minority students have no more 
obligation to help meet the needs of shortage ar^as 
thaa do any others, but they have potentially great 
sociocuUural advantages if they do enter practice in 
the settings in which they know^the language and^ 
way of life. v 
. Scientific exploration continues to be the basis for 
many health improvements in society, if kept in 
perspective along with education and service. Medi- 
cal facultiesJconduct research in ali three areas of 
. their competei|^e, ' basic biology aod chemistjy. 
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clinical medici^ a«d community health. M©re at- 
tention is needed ior the lastf the community ex- 
pects th^nstitiitions it supfiorts to be 'responsive' to 
its needs. MediarfSchpol responsibility to'the com- 
munity often has been expresse<^ primarily in tradi- 
tional departments of prevenuW medicine, and it is 
to thisT aTeaahat we no;ii((f Jurnffor the^st of this 
discussion. . ^ ^ * ^ 



DEPARTMENTS OF PREVE#^TIVE MEDICINlE 

The longhand often distingiiiished history of pre- 
ventive medicine in medical education has beea well 
documented and analyzed (Grundy and Mackin- 
tosh, 1957; Shepard and Roney, 1964), yet its na- 
ture and definition are still debated and the necessity 
for depajrtments as such frequently questioned. In 
spite of 'the popular belief that an ounce of preven- 
tion is worth a pound of Qure, the popular J)urse still 
.supports cure far more handsomely, ttepartments of 
preventive medicine exist in a variety, of forms, rang- 
ing from being the catchall for whatever, is not 
wanted by ofher departments to another extreme of 
beirfg separated from the medical school altogether 
* as a school of public health. Some feel that depart- 
ments of preventive medicine are not needed, be- 
lieving that all c linical spetialti^s teach prevention 
adequately in their own ways, and furthermore that 
epidemiology and biostatistics should be taught by. 
those who. actually apply the fruits of these tools in 
practice. Nevertheless, separate departments of pre- 
ventive medicine persist in most medical schools. 
. The educational objectives of preventive medicine 
teaching in medical school may be chara5JeriS:ed as 
follows: ( 1 ) Doctors shoukf be, able to use a null 
hypothesis in evaluating the statistical significance 
^[ biomedical data. (2) Doctors should be able to 
use a denominator in searching for and evaluating 
causes, cures and care prqcesses. (3) Doctors 
^ should be able to use the vital and health statistics 
of their population in clinical decisionmaking and 
problem solving, both for individual patients and for 
entire communities. (4) Doctors should be skilled in 
using environmental and occupational health data 
in patient care and community leadership. (5) Doc- 
tors should know how to use behavioral- science 
Jools for understanding and modifying health and 
disease behavior in patren1s.,^d populations. 
(6) Doctors shoulA^understand an3"i?esu:q2aied to 
participate m Ihe processes of health service pfen- 
ning, organization, and administration. 



^ These objectives are pursued' in a variety of -edu- 
cational and service programs. Prjfcclinic^ courses in^ 
the b?sic disciplines of epidemiology and biostatis-^ 
tics persist in spite of argurtients about relevance^ 
afid usefulness 'for most students. Field trips, family ^ 
studies, home* visiting and home care* programs are ^ 
used in demonstrating the applications of preventive 
medicine doctrine. Learning by doiilfc is popular in 
student projects-«.Dd research involvement In epide- 
miology and health^ervices. In the past,,widespread 
medical scho'ol disinterest in ambulatory care and 
outpatient department operations , sometimes iound 
fhem relegated to departments of preventive medi- 
cine where they might serve to- dernonstrate tlje 
practice of clinical preventive medicine as part of-^ 
comprehensive care. (These ambulatory care opera- 
tions now represent money in the, bank for those 
departmejits wishing to express themselves in the 
new era, of primary care' popularity!) 

Graduate program's in preventive ' medicine are 
more commoa in scho(% of public health but also 
have been develbped as residencies jfl preventive 
medicine or master's programs in community health 
in a few medical schools, with or withotit a related • 
master of public health degree. 

The pro^em list for a typical -department of pre- 
ventive medicine might read as follows:, 

1. An appearance of diffuseness, lack of clear 
identity or unique contribution in the medical schoof 
curriculum (versus the more simply defined content 
of the clinical and basic science departments). 

2. Student unrest and/or disinterest, questioning 
the relevance of biostatistics, epidemiology, etc. 4 

3. Departmental isolation^^ing neither a pure 
basic science nor being readily accepted .as a peer 
by the other major clinica/specialties. 

4. Medical^ indigency, lacking the cash flow 
which derives from major clinical practices and ac- 
cess to hospital beds. ' ' 

5. Inadequate, if any, physical space in the aca- 
demic medical center. * ^ ^ 

6. Dependence on community agencies and .vol- 
Hintary faculty for teaching and research, ^as well as 
service. . . . > , 

Facing such pernicious problenis over the years, 
some new formulatior^s for |)reventive medicine 
have been put forward and have found their ways 
into departmental designations. ''Community Medi- 
cine'' now claims the most adherents, but confusion \ 
has been compounded. 

Some define "Community Medicine" to mean 
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diagnosis and treatment of tfie community, as if it 
were a^patient (McGavran, 1956; Deuschfle e^al., 
1964), giving a unique focus to the community as< 
the object of interest and work. In this camp, edu- 
cational Oijbjectives give einphasis to knowledge and 
skills dealing with groups and populations for prob- 
lem solving/Cnvironm^ntal control, health education, 
etc. Educational methods focus On studying entire 

' communities with the intention pf developing and 

— iroplementing>olutions to defined probledj^ Personal 
health care to individual patients is not generally of 

^ primary* concern, and may be actively avoided. 

Others interpret "Community Medicine'' Jo mean 
medical practice in community settings, giving em- 
phasis to the health care delivery system*. Educa- 
tional objectives cite "kvailability, accessibility, ac-' 
ceptability, equity, and quality of personal health 
care services. Direct conceriHsTexpressod with.pro- 

^ Viding {lealth care facilities,^unding, medical man- 
power and teamwork'. This orientation, is more 
syn^athetic with meeting demands for sickness care,- 
as well as preventive health care. It is also, njore 

♦ conducive to a coalition with prin^^ry care providers 
in the ptqfess of delivering" health caffe in such lo- 
cations as neighborhood health centers, HMO*s, etc. 

PRIMARY CARE 

. Let us now turn to primary care in medical edu- 
cation ?nd explore its relationships with preventive 
and community medicine. Especially since the time 
of the Miliis Report l^Millis, 1966), increa^ng 
recognition has been given, to educating physician^ 
for providing primary patient care as primary in it- 
self not simply secondary to other specialty training. 
Among traditional specialists, pediatricjans have 
beeli especially receptive to the importance of pri- 
mary care,* including well-baby and chilc^ health 
care. Nevertheless, their doctor orientation to sick 
care has b^ti frustrated by the preponderance of 
well children; consequently, the latter care has be- 
gun tb be relegated to non-physicians, especially 
where ine^e protection is not at stake. Internists 
have had much more difficult/ clarifying their roles 
^ as^^onsultants and also as primary electors for adults. 
Surgeons, too, 'contijiiie to offer themselves as pri- 
♦ mary care providers and in the process ha¥e, been 
atcused of providing twice as much surgery as may 
be required by the general population. Meanwhile, 
the old-fashioned general practitioner has all but 
disappeared, partly froip neglect and more *deliber- 
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^tely by the desigrf of those Who feel that no phy- 
sician can competently de^al with all agesrbf patients 
with all sorts of .presenting com^lamts. (1 ani^ 
tempted to dra^ an analogy between our letting gen= 
eral practice decay and the origins of the current 
energy crisis. JSociety failed to see the impending re- 
sult of the overuse_Q£ scarce resources. No' provision 
was made for economically meeting everyday needs, 
either of energy or health care. Will society enjoy 
rediscovering a simpler lifestyle in the same way 
that physicians are rediscovering the pleasure' of 
taking care ^f whole people and whole families?) 
Now* family medicine has emerged ai,a recognized 
specialty defined* in terms of breadth father ^Kan 
depth. Though it is viewed by ^some as ^ing the 
jack of all trades' and the master of none, Vmany 
family physicians se!e themselves going well beyond 
the level of primary care to provide secondaryi and^ 
even tertiary care in situations in which the^feel 
able to perform. All in all, it appears that hardly 
anyone wants to b& either limited to, or excluded 
from, primary care.^ Everyorie wotild like to have a 
piete df thJ^ primary care ^ction/if it appeals to 
them or meef§ their economic ;ieeds to do so. ' . 

Other kinds of|providers have been gelltng onlhe 
primary care bandwagon, with and without our help. 
Physician's assistants are, being trained to provide^ 
primary care on independent duty, perhaps with 
special telecommunications linking them to physi- 
cians for supervision and decisionmaking. The 
nursing profession is beginning to take greater in- 
terest in primary care, in some^laces providing di- 
rect services without any physician involvement. 
Needless Jo say, nurse practitioners hotly debate to 
what extent they are physician's assistants in primary"* 
cai^e. Legislation now defines the cxtenrfetJ rc^e of 
the nurse in som6 situations that do not require , 
physician participation. Patients themselves are be- , 
ing taught to examine every orifice, with or without^ 
interpretation of their findings.. Self care has Always 
been the most basic form of primary care J^nd still 
may be preferable to inappropriate subspecialty 
care. 

Educational objectives for the teaching of primary 
care in medic2(l schools havfc varied according to the 
setting in which the situcfent has been exposed to pri- 
mary care. The focus usually includes liQalth main- 
tenaofe, episodic, acute and emergency care, 
psychosocial care, continuing care for chronic illness, 
and recognition of other kinds of cbre for referral or ^ 
consultation. The teaching exj^rience for attaining 
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ajich^objectives has been vaFioysJ'y packaged. Each 
$pecialty cjepartment has. operated' its own outpatient ' 
departjnent with tffe objective of ieeing new patients 
and follbwing'old patients, -befoce, and 'after hospi- 
talization, not oi^dinarily with the objective of pro- * 
viding either comprehensive or continuing care. 
Attempts are beiftg^ made to coordinate oSpa^ient ' 
services Ijy improving systems of communication'l)e- 
t^mn' the dHIerent specialty 'services, and are l?e-. 
ginning in turn 'to jJ^ovide some form of continuing 
' care tQ patients. Sometimes this chore is delegated 
ta departments of preventive or community medi- 
cine with the idea that their concern for health 
service organization coul^ result in a wprkabte sys- 
tem. Faculty representing all ^specialties may func- 
tion as a group practice and even as "a health, 
maintenartce organization. It is not inconceivable 
that such organilltions could-provide comprehensive 
and q)ntinuing patient care teaching models at pri- 
mary, seondary, and' Jertiary levels . without the 
need for a special primary cafe organizajion. Othep 
teaching, approaches are preteptprships and other 
assignments with family doctors, rural practices, 
t)utsi<Je * agencies, charity clinic^, ^ and* emergency 
services. * , , 

Combinations of specialists, mainly internists and 
pediatricians, are providing primary care learning 
experience for students, sometimes in' competition 
with family medicine progranfe, which also offer pri- 
mary care ^. ^perience withix^he same medical 
school. Softie family medicine en?Itti^asts prefer to 
remain sej^rate from other primary care^providers 
while struggling to gain recognition and legitimacy. 
Medical soboek^ave to consider whether or not to 
grant departmental status to primary care and/or 
family practice. If so, what entity will it be? Already 
. marfy departments of family medicine have been 
established, lar^ly in response\to political pressure, 
,both informally and by legislation. Elsewhen^ pri- 
mary care and family medicine programs remain as 
cojjlitions of ambulatory service facilities with input 
' from multiple departments, or as nondepaYtmental 
entities, perhaps attached to the dean's office. Am- 
bulatory and primary care sections are recognizable 
in s<Mne departments of pediatrics arid medicine. 

The rise of ig^^erest in family practice is undoubt- 
edly the most spectacular aspect of . the primary care 
picture today, beginning with the recognition of 
Family Practice as a speci'Ay with American Board 
cer'ffilcation in 4969 and the rapid proliferation of 
over two hundred apJproved residency programs. Ac- 



fOFding to the American Academy 'of Famfly Phy- 
sicians, these programs attx^«^d 'almost twq thou- 
sand graduating student applicants from j U. S. 
' "medical schools in 1974. Increasingly large Tiumbers 
of students and potential residents want to be 
tfained in this n^ly- defined speci^lt^^.^.The most 
characteristic feature of (^mily practice Ms the oppor^ 
tunity for ^ single physician to pipxi^^ c&re to(fap 
entire family, which is claihied to be' more efficient 
and personal than the usual ftiultispecialty approach^ 
Likewise it is claimed that consultation and referral 
can be minimized and done more readily and e^i- 
ciently when required for some il^ to ten percent of 
patient problems. Comprehensiveness and continu- - 
ity of%fe are extolled 'as the>primary virtues. It 'is- 
expected that the family physician will assume the 
role of leader of the primary care team. The leader- , 
ship role is not clearcut with regard to ih6 other 
medical . specialties except in those .situations where 
the family physiciaa controls the^ flow of patients 
and income to the j/her specialists. . ' > 

- The problem list for departments of family medi- 
cine in medical schools reSembles that of preventive 
medicine in some respects, adding in their- lack of 
specially trained and experienced faculty members. 
Family medicine has had to draw its initial faculty 
largely from the preexisting academic specialties, 
but is now.ljeginnjng to train its own. The lack of a 
strong research background is being remedied, es- 
pecially in the study of the pattern of illness and the 
pattern *of practice in family medicine and primary 
' care. Lack of academic space requires heavy reliance 
on commun'ky hospitals and community health care 
facilities and limits the visibility of family medicine 
in the academic medical center^ In the traditional 
curriculum, no timei was allocated for family prac- 
tice training. However, the plethora of new curricula 
in medic^il schoo/s provide increasing opportunity 
for penetration and reorientation to family medicine. 
Lack of hospital beds and OutpatienM)epartment 
space have hampered the development of family , 
practice. Ldck of recognition by the tpaditional spe- 
cialties has .been helped T>y the recognition of the 
American Board of Fanfily Practice and approval of 
residenpics in family fiedicinc. This entire phenom- 
enon is only five years, old, and is hot yet accepted 
as reality by some cautious souls. 
• The ^uddan popularity of family medidne among 
students and residents appears to . represent among j 
"other things a widespread desire to return to-a.sim- 
pier lifestyle in more pleasant surroundings. It is not 
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' at all clear yet whcth^ the -family unit is really go- 

♦ ing; to be tht basis for this practice ,or whttfeer tl)e 
name is not still a euphemism for general practice. 
Cc^ainly t^ emphasis on the' family Jhe i^y^ue 
characteristic of the difcipUne and holds vast po- 
tential to reoi^nt thiftkiag and practice, especially 
.along preventive lines.^ • , 

PRE^NTTVE MEDICINE^RIMARY CARE 

Departments of ^preventive medicine have be^fcn 

• drawn into the primary care phenomenon and some 
"have joined forces with family medicine in folnt de- 
partments. By ,1974, 17 of<76 departments respond- 
injg to a survey by the Association of Teachers of • 

^ Preventive Medicine (ATPM, 1974) were conduct- 
ing family practice residencies. As noted, preven- 
tive 'medicine needs help in^tShgthening its position 
Tn medical.schoi^ls ^nd also has resources to offer. 

• Preventive m^jjjcine fs expected to have the tools 
for the study of health care problems of population 
groups, and primary care "sevens to be the area in 

. which to apply these_tools. At the same time, pri- 
mary care needs support. It lacks departmental re- 
sources and is not yet widely recognized as ^ legiti- 
mate entity irt academia. It is natur^ for preventive 
medicine and primary care to join 'hands to share 
a resources ^nd ^pursue complenientary goals. 

Educational objectives common ^ to^ preventive* 
medicine and primary care include knowledge and 
skills in the areas of health maintenance, compre- 
hensive care, behaviora[^nd social determinants of 
illness and management of Community resources to 
provide connnuity of care. ^' 
' The advantages of collaboration between preven- 
tive medicine and primaVy l^re suggest that' the " 

• combination can be synergistic. Common educational 
objectives justify taking advantage of student "and 
physician interest ia patient care to hdp improve 
the" impersonal image of preventive medicipe. Com- 
bination of efforts should provide more efficient use 
of space, currtfulum time, faculty, and community 
resource for teaching. Jbint prografhs can epcompc^ss 
the entird*&pectrum of care from an individual pa- 

» tient, throtigh his family, on to the entire conifnunity.' 
' U services can be made operational for the entii|| 
spectrum* it should Jx; easier Xo prOvide.heaijjf care 
%tervention at the most efflltive level. This would 
be true especi^tlly in coping *with chronic, disease 
problelp^ wH&e intervention requiK^ealmg with 
^11 age groupn^and multiijle risk factofts ' 
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In Order -to provide good primary care, critical 
selection and evaluation of preventive health care 
measures is required. Otherwise, items 'of doubtful 
validity may be ejnbraced'by primary care* in the 
effort to appear cloaked in fkevention. Likewise, 
preventive medicine enthusiasts require clinical 
feedback from primary physicians about feasible 
fornis of prevention"^ and current disease problems. 
Heahh service's evaluation at all levels can make 
good use of controlled clinical trial methodology, 
requiring collaboration of prevejitive medicine with' 
primary care physician^. This sort of dinical re- 
search takes advantage of mutual* concern for recog- 
nizing the natural history and spectrum of disease. 
Both preVenll^ medicine and primary care. are 
undeiHaking tW^reduction of risk factors and mea- 
silrement of outcome. Both require community re-' 
sources to achieve ^ goal of improved health 
status for each patient in thfe population. Occupa- 
tional health is an ex^ple 'of an area in which pri- 
mary care and preventive medicine are in practice- 
simultaneously \^th individuals and entire work 
groups. 

Close collaboration also has risks and disadvan- 
tages lor both preventive medicine and primary 
care in the medical school. Areas of antagonism 
exist along with synergism. Both have ui^que mis- 
sions, beyond the areas of common concern. Pre- 
ventive* medicine must, be able to maintain an 
emphasis on the community as a whole, while the, 
priniary care physician tocuses on a close personal 
relationsliip with each incjividual patient. One or the 
other of these emphases ia teaching, research, and 
seiVice may be overshadowed by the success of the 
other or may* be hindered by the failure of the 
other, affecting tMe performance of both. At the 
present time the ^pularity of primary care and 
family rtiedicine has the potential to eclipse prevejj- 

. tive medicine in the competition for scarce( resoui^ces 
in the medical school. At a time of disenct)antjj>enr^ 
with government and the j^rowing anonymity of 
mass society, students and teachers may tend to turn 
away from the community as. a^whole to ^ive their 
attention to the individual and thf* family^ Never- 
theless, preventive medicine areas suoh as health 
education, environmental health and. disease eradi- 
cation require continuing strong emphasis on com- 
munitywide effort. IntemationaF^he^jth programs 

. bcaome more; ^nd more critfcal as the magnitudes • 
of current wodd health problems increase^ No dim- 
inution of effoct jn these areas can be cohdon^, 
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regHf^less of how much devotion primary care edu- 
cation must show to the peponal elements of doctor-, . 

.patient relatiot^hips, and the excdlence of diagnis- 

^ tic -and treatment services, ' 
, Those who ^ant to work with. this entire con- 
tinunrn of care from-the individual to the whole com- 
munity must be committed' to securing adequate 
educational resource's to perform the whole job. 
Otherwise the risks of close collaboration may pro- 
duce more confusion than success. 

Having reviewwl the current sjatus of preventive 
medicine, and primary care ia medical edu(^tion, 
we must consider whether they should follow a com- 

• mon pathway. We- do not have firm scientific fevi-^ 
dence favoring^ joint efforts. Thi^ decision must be; 
li|^e most clinic^ impressions, based on the* judg- 

.ment of those doing the^job. Primary care provides - 
good clinical experience in preventive medicine and 
likewise requires preventive medicine expertij^e to 
achip^he goal of health maintenance .and com^ 
prehensive care. Joint imtf inte^ateH programs are 
now functioning and thus are possible, even • 
though great care will be required to keep them in 
balance. This combination may work better than the^ 
pasf experience of seeking primary c^e from the" 
tertiary care oriented specialties. If preventive medi-' 
cine and primary care dc\ find happiness ^togethei*, 
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they can b; expected to produce happiness in 
society. > j 
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INVITED DISCUSSION 



G. HU'mon Castle 



I agree with the problem list outlined by Dr. Tapp 
for Departments of Preventive^ Community and 
Family Medicine^ medical schools. They can be 
s^injHianzed as: i/T) isolation from the mainstream 
of* studerU athcj houses taff teaching and from the 
kind of research that interests academic faculty, and 
(2) lack of strength and resources- to influence and 
affect decisions that »will proniote Preventive, Com- 
munity or F^ly Medicine. 

My comments reflect my personal experience 
over the past four year^ in planning and developing 
a new Department of Family and Community Medi- 
cine. In the spring of 1970,' I spent three monjns at 
a well-known school of public health locate^in the 
East. My experience there was disappointing since 
it appeared that little was knowit about how to suc- 
cessfully integrate the teaching of preventive medi- 
cine, epidertiolog^, biostatistics,, behaviorak^ence, 
economics, management, health planning, etcf, into 
the education of the* people who would be respon- 
sible for delivering health care. The isolation of this 
school of public health^fo!]^ medical school, as 
well as from the jmmediate.{)foblems of health care . 
in our country, was quite surprising. I ^id meet sev- 
eral people who were struggling to acquire the skilfs 
necessary to study community health problems and 
""to incorporate this .study into the curriculum' for 
those being trained to deliver medical 'care. How- 
ever, I had great difficult^ findmg successful models, 
insjfiration» or even direction. 
^- In an article published in the Archives of Internal 
# Medicine, Kaplan (1972) defined "community 
' medicine*' as the delivery of health care in the com- 
mtm^ (a definition quite different from" the one 
presejited by Dr. Tapp) and noted the advantages 
to mcdiqal schools in eschewing involvement in the 
* delivery of medical care. His opinion was that if 
medical schophfeculty did become involved in pa- 
tient car#> 1ney should always be in apposition to 
opt out of such activity if the service function be- 



came too ho^. He indicated his impression that 

' community medicine was superficial, ineffectual, and 
irrelevant. For example, he described outpatient 
clinics as ^inadequate facilities for disinterested 
fapulty to take care of uninteresting patients." He 
clearly fCh that Departments of Medicine should not 
become .involved in deli veoag ca re ,to community 
populations. y ^ 

With our similarJ^ztcKgrounds of training in in- 
ternal ^jiedicine srfid academic careers as biomedical 
investigators and^teachers in a subspecialty (he in 
Ejndocrinology and I in Cardiology), after review- 
itig the urgent needs for improved delivery of care, 
we disagree on the future role of medical schools 
in meeting these needs. Unlike Dr. Kaplan, I sub- 
scribe to the definition of community medicine pre- 
sented by Dr. Tapp, i.e., thf identification, and 
soluticvi of community health problems, and feel 
that medicalifchools have a responsibility to become 
involved in community problems and their solutions. 

My comments'regarding Departments of Preven- 
tive >ledicine. Community Medicine or Community^ 
•and Family Medicine are bis^d on the < following 
assumptions: ' ^ 

1. Health Science Centers with their medicaf 
schools have a responsibility to_proyide- leadership 
in meeting health care manpower needs, particularly 
within the region ip^which they are located. It is no^ 
enough for a Health Science Center to train a suf- 
ficient number of providers; the providers must also 
be appropriate in type and must be e(jjiipped to 
meet the needs of the community. ♦Physic i a ns^-^md, 
other health workers ^should be educatec^o^artici- 

' pate in a team approach to delivering- health^re. 
^. Health Science Centers must researcfiMealth 
care needs apd formulate ^nd evaluate alt^fctive 

^ solutfons for community health problems. 

if 3. Health Science Centers must be able to negoti- 
ate with the people in the community in a mutual 
quest to provide appropriate soluticlhs to health 
problems. 

4. Since most medical schools operate on a de- 
* partmental structure, we must assume we will con- 
tinue to operate^h this administrative arrangement 
^for the immediate future. Perljaps this i^ not the 
besjt arrangement, but in established^medical schools 
it appears to be the only' acceptable structure at 
present. 

I doubt that the public or even* the decisionmak- 
ers in the Health Science Centers perceive a strong 
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need for epidemiology, biostatistics; behavioral' sci- 
ence, and environmental 9gd -occupational health, 
etc. We in pneventive and community* medicine 
the need so clearly it is incompreh^sible that others 
(|p not:' We will be malting a mistake* however, it 
\^jlo not remind ourselves ^^Jg^ ^^ck of under- 
standing of and interest; in tnese disciplines in 
nfedical schools. The^ terms 'Trevei^tiVe Medicine,' 
"Social Mecljcine," Community Mediojne" and 
"Community Health" provoke a variety of feeling^ 
and reactions — mostly negative. Even though 
term "Community Medicine" is becoming more fre- 
quently used, it still has not proven very helpful in 
conveying to people outside the field the goals and 
functions of s^ch a discipline in_a medical school.^ 
The similarities among medical schools in their De- 
partments of Internal Medicine, Peciiatrics, Surgery, 
etc., make these disciplines easy to underst^ind but, ^ 
unfortunately, this is not true for Departments of 
Commusity MMicine. For example, if we 'consider 
the enormous differences in tho communities that 
surround Mt. Sinai Medical School and the, Univer- 
sity of Utali, we can imagine how different thwr 
community mecjicme activities are likely to be. Ap- 
preciating the diversity among those attcndmg this 
conference, I suspect we will have, many differences 
of opinion regarding Departments of Community 
Medicine and xhtxr roles and whether they should 
be combined vf'ith other departments that have 
cl^al respoDsyi^liUe^ Ideally, however,* it seems 
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the overall ^dBTs of such departments should 
be consonant even;{f their activities vary. 

We must defin^i^everal ferms befoi'e we^roceed 
in our discussion lilt should be noted that 4hese are 
>not necessarily mutually exclusive. Jhe terms and 
their definitions follow: 

1. Preventive Medutnk rj>fcl<"to a' whole spcc^- 
trum of activities aimedat Kne prevention of di^ase. 
These may run the gamut from primary prevention 
(repoval of the risk of initiating force) to prevent- 
ing complications of a terminal illn(;ss. 

2^ Clinical Preventive Medicine is" the application 
of the knowledge of preventive medicine to indi- 
vidual patients. An exampite wou)d be the type^^ 
prospective medicine advocated Robbins ac|^ 
Ha* (1970) in the Health Hazard Appraisal or the 
activities performed in routine welUbaby care, 

3. Commut\ity Medicine is the identificationr and 
solution of community health problems. This is 
medicine of the community and' not in the com- 
munity. It is an acaclemic disctplii\e and includes^ , 
epidemiology, biostatistics, beHavioral science, en^' 



vironnkntal . and occupational' hea'th, economics, 
management, , 

4. Prhndry*-Care is fir^ contact cafe that pro- 
vKte^the patient's ^ntry point into the* health, care 
^ysteni\The primary care provider-: 

(a. evaluates tlfe patient^s total health needs, 
provides personal medical care within one or 
more fields of medicine, and when indicated^ 
refers thV patient to appropriate sources of 
care while preserving the continuity of his 
; care; ^ ' ^ 

\» • b. assumes responsibility- for the patient's 
comprehensive and continuous health care, 
and acts, where appropriate,- as the leader or 
coordinator of a team ofhealtb care providers; 
*r accepts responsibility fj)r the patient's 
total health care (preventive, diagnostic, cura- 
tive, and rehabilitative) wiibin the context of 
his environment, including the community and 
the family or comparable social unit. 

5. Family Practice is one inodel for' delivering 
' primary care. It synthesizes and integrates a wide 

rifnge of medical and personal skills into the prac- 
tice of a single physician. A family ph'ysician is one 
who provides comprehensive, continuous care to all 
rnembers of a family,^ , 

' 6. Family Medicine is a discipline Concerned 
with the relationship of life in small groups fb health, 
illness and medical care. It focuses on the relation- 
ships between the individiftl (patient) and the fam- 
ilies, and between famplies and th^ir 'surrounding 
environments. As such it represenjs a contintfum of 

.;clinical medicine with community medicine. *' 
Traditional departments of preventive medicine 
haVe not generally played a prominent role in re- 

, sponding to the perceived needs either of the com- 
munity or of those who provide direct medical care. 
In fact, in many schools disease {prevention ^as been 
better taugKt by other departments, e.g.,* pediatrics. 
The problems of isolation and lack of resources and 
strength among departments of preventive medicine 
have sufficiently handicapped them to make them 
ineffective in tliijTarea. There is an evident need for 
instruction in , epidem'iology, biostatistics, environ- 

* mental and occupational hei^ltb, behavioral sciertce, 

Sanagement and economics for those who will be 
nivering health care. The unresolved question is, 
where should thescf disciplines be located in medicaf 
school and how should providers ^f care obtain the 
. knowledge an,d skills they need? Separation of these 
disciplmes mto schools x)f public health has creatc4 
^barriers and ciTcctively precluded their access by 



• medical students, housestafl^ and medical school 
facidty. I bclieyeW these disciplines are to be taught 
in tlje medical schooJi* for their survival they should 
be grouped together within a unit ' that #as clinical 
responsibilities which relate to the needs and in- 
lerists of medical studentj. There must be a better 
demonstration of the* applicability of ^ these disci- 

\ * (dines to solving ' problems physicians Seal with 
today and in the futurp. « 

In order ^ train qualified health providers in cost- 
effective primary care, which is responsivfe tO the 
needs pf families and Communities, we need new de- 
. partment^ of -preventive or community medicine 
which* have beea/Sufficiently altered to take on su^h 
resi^onsibility. A department combining community 
, m^icine and family medioine and offering a resi- 
Anpy'in family practice is attractive in some ai'eas, 
but^erhaps inappropriate in others. Local needs and 
circumAanc'es are sufficiently diverse to make one 
reluctant to generalize about such departments. Un- 

* fortunately, \ am npl aware of any studies that 
document which anangement in a medical school is 
the most effective in cultivating he^th providers 
with the knowledge, skills and attitudes obtainable 
from such iiistiplines. • 

Asi pointed out in Dr. Tapps paper, family prac- . 
lice programs have been handicapped because of 
thei? origin outside the 'academic community. They 
have been mandated by the legislature in some 
schools and by the organized general practitioners 
' in others. The "conflict between training the "super 
doclor"*or a •new type of physician has not been re- 
solved. Separation of family practice training from 
the academic 'community produces the same prob- 
. » . lems encountered by teachers trained in community 
colleges rather than universities. The sup^jficiality, 
triviality, and ossification, emphasized by Silberman 
(1970) in Crisis in the Classroom, which has oc- 
curred among leachtfs trained in community col- 
leges, could be duplicated in the products of family 
practice education, f^amily practice is still in transi- 
tion and must bfecome mpre Of a "cerebral'^ -pursuit 
if it is going |p have a long life. Family practice 
education already has great ^ advantages over the 
training previously provided to the general practi- 
tioner, e.g.: ^ 
— ^Training is longer and better. 
-^-Status an(t^ standard of quality have been at- 
ta^ed thfough specialty boards, ifi family prac- 
tice and organizationalieprcsentatlon in groups 
*that ard making decisions about the future of 
medical education and practice. • ^ 
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— Many outstanding medical school graduates are • 
, being attracted into family pfacfice. 
' — Approximately 60'medipal schools have devel-* 
oped autonomous divisions or departments of 
Family Practice or Family Medicine and sup- 
port is being provided to formulate goals and 
evaluate effectiveness of teach^g students and 
residents. v 
— Qver two hundred Family Practice residencies 
have been established with 1,200 first-year po- 
sitions for which there were approximately 
2,000 applicants in W74. ' , " ^ 
— Many of the Family practice training prpgfams 
-have the following attributes: \ 
— Learning- settings and patients similai tq^ 
-the type qualified ^)hysicians will pufsue 
* laterNare being used to provide experi- 
ences relevant to practice. 
-^Knowledge and skills in human behavior, 
group dynamics ancj health hazard assess- 
ment for individuals, ^ families and com- - 
munilies are being taught. 
A gobd beginning has been*m§3e, but the ac^van- 
tSge of Family Practice over other clinical special- 
ties in training physjcians to mepKthe community, 
needs in health care must be d^onsti^ated. If family 
physicians can be cosl^effeclive,'»I suspect they will 
be sustained on this basis alone. Keferably, if they 
provide Better dare with better outcomes as'a r^uh 
of^rnploying principles not embraced by other dis- 
, ciplines, they can be sustained on this grpund. 
Through^a synthesis of ftmily and community mpdi- 
cine educfition,» efforts are being made to do th< 
following* for family physicians: * „ ' 
— ^Create a systeni for accountability and feed,- 

back regarding the quality of care provided. 
— Utilize Vvhat is known about families and/ow 

this affects the problerps they have. 
— Develop a techilology that is unique to Family 
Practice, i.e., classification o/ patient behaviors 
at the point of contact witH phy^rtfians and a 
scheme for classifying interaction between pa- . 
tients, families and their environment. 
Some have argued that prinrary care and family 
medicine can be practiced well by individuals 
traine^ in Internal Medicine, Pediatrics, Obslelfifis.- 
Gynecology, or even Surgery. Others has^eques- 
tioned:. How a^ropriate is it for people" with such 
selective training to engagcjn the teaching and prac- 
tice of primary «are? The family practice model* 
appeaj-s. tQ provide -more aj^propriate trainings and 
. if principles of community and pi*eventive medicine 
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are encoifip^ssed^in <he family physician's training, 
and are witKin :'his competence, he should i)e better • 
prepai^d to adciress the pujfent needs in delivery of 
care. Internists sep themstelves as sophisticated per-* 
spnal pjiysicians and 'even, as a higher quality 
.variant of the family physician. Altjiough this, seems 
a pretei^ous and unrealistic imagej'it.is one that Has 
•prompted internists to propAse that they are. the 
most appropriate .tyt)e of ^physiciaci to meet the ^ * 
health care needs of individuals. 

Individuals in departments of Internal Medicine 
have*not^d that .support for ^subspeci^Uy^ training is r 
disappearing. Primary care is now in the spotlight * 
and the- public is demanding that medi(?^l school re- 
sources be more effectively^ used- to' produce indi- 
•viduals who can provide the necessary kind of n\edi- - 
cal care. The dominant position of departments of 
Internal Medicint in medical school ,mak«s t^^em a , 
logical resource for producing* new practitioners. 
Many .Internal Medicme departments* have more 
than one-third of ^thef medical school facuky and the'T 



pertension detection artd follow-up program. We 
have, made considerable progress in<iintegrating the 
educ:ational programs ki community medicine and 
family practice*. Qualitjillif care assessment based 
on process and outcome studies has. been possible, 
bec^iuse the disciplines In community medicine and 
family practice have been brought together in the ' 
same d^artmfcnt. An emphasis on trainin^or com- 
petence in our family practice residents r^er than 
' reljing t)n amount of time assigned to a specific serv- 
ice h*^s been maintained *as a result, of ^the disci- 
plines oriented tcr evaluation and research. 
~ Some educators and administratorSj_who advocate 
a'new'type of pilmary care physician, feel that en- 
tirely new meftcal, schools are. needed. I. think the^ 
job can ho, done within existing medical schools if 
new (departments are created, esj)ecially if these de- 
partments ir^lude the disciplines mentioned above, 
are allottiftd adequate resources and can glepend on 
'other clinical departments and divisions to teach 
special clinical knowledge and skills that family 



most success-o^^iented faculty in the* school. Unfofcii^ physicians need, e.g., orthopedics, ear, nose, and 
tuj^afely, many of them live by the Charlie ^ilson \ throat diseases; office gynecology; dermatology; 
axiom: 'i«e.,/*whaCs gopd for General Motor^^'Tin- . ,\e urology; etc. Perhaps'even existing departments 

of Preventive Medicine or Intef nal Medicine can be 
effective in meeting the health needs of communi- 
ties,-but only if a major revision of goals ahd faculty 
; within such departments is ef^ect#d. The question 
remains as \o the best^ approach to gaining the 
strongest commitment of a resourceful department 
to teaching and studying primary care. Retrospec- 
tive analysis probably will not answer 'the question 
of the most- effective administrative arrangement, 
but studies properly designed and implemented now 
rriay - provide insights as Jo the best administrative 
structures to produce qualiffed primary .care physi; 
cians Nyho-WiU help- in solving community health 
problems. ^ 



* ternal hiedicine) is good for i>ur country." It is 
, cfoubtful that departments of Internaf' Medicme 

• which have been committed to biomedical research 
and producmg the physician-scientist* in subspeci- 
allip# are actually able to provide kind of^ 
tr-ainlng needed by. indiViduaU Vho engage in pri- 
mary care. ^ * , ^ / / 

. c , Whatever the 6utcoijie» it would seem to me easier 
to* form new • departmfiilts with' a commitnient, of 
faculty apd other resbupAs tp^a new pufpos^ rather 
than redirect' departments which 'have been success- 
ful' iij other ventures to training* a new type of phy- 
siciah for primary * cSrre in the 1980's. Within 4 
years, our new Department "of Family and Com- 
munity Medicine at' the' University of Utah has 
established a family practice residency with 36 

* trainees, certified 54 Kledax ^rid deployed them tcT 
provide primary care undief physician Supervision in 

♦ rural communities^ developed and implemented a 
curriculum for;medical students*m family and com- 

, munity medicine, developed a residency training 
program in community medicine, developed an ac- 
tive research program, in health care delivery and 

' assessment of quality of care, and instigated several 
demonstration projects which encompass * primary 
care, i.e., the famify health;center in a rural setting, 
model family practice units, aqcl a Cdmmunity-^y: 
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CASTLE: There's no question that a knowledge 
of epidemiology, -biostatistics, behavioral science, 
^ managettient, economics, and environmental -^nd 
occupational health is necessary. I agree with Dr. 
Tapp thlt having, thtse things in a school @f . public 
health has been a mistake. It's equally a.mistJike 
to house tfiem ii||| me^y^l school department th4t 
Is similarly isolated ^nd unrelated to clinical activi- 
ties. To be authentic to ^ledical students and young 
physicians, one will have to have clinical care re- 
sponsibilijSes. In the problem list for departments of 
preventive medicine, Dr. Tjipp said the studelits are 
.questioning the relevance of biostatistics and epi- 
demiology. They ^e questioning * the relevance of 
everything. I'nv not sure I krfow what they are in- 
terested in regarding both clinical and community 
fdles in electing toTpucs* a primary care career. 

ABRAMS: Perhaps we could hear from one of 
tfte residents in response to this. 

CHRISTIAN: When you qome" into a program 
like faniily practice that's Mot well defined, you 
^really don't know wh^t you want. You have a gen- 
erad concept that you want to be the kind^f prac- 
titioner that can take care of most problems presented 
to, you without having to. refer out. Basically, it is 
clinical concept. But as far as innfovations and 
whether or not epidemiology and other community 
medicine sciences are important, I don't think we 
know that. Therefore, faculty concerns about 
whethe^ the student' is - interested in epidemiology 
ar^ not valid. As teachers, y6u should be guijjing 
the students in the right direction m relation to health' 
care system needs. We have a general concept, btit 
still the majority^ jof us* have pome into programs 
wilbi/it clearly knqv/ing^what we want and need 
out of the program. 

ABRAMS: What is the general. concept? 
CHRISTIAN: My general concept is that I'm go- 
ing back to a small comnjunity to practice, and I 
wint to be able 16 take care of 80 to 90 percent of 
khout having to refer out. Also, my 
whole attitude about medicine is that you shouljtl 
prevent it before U happens, so I wanted to have ^ 



better understandin^of that. As. far as management 
• skills, I wanted to know the cconoinics of running 
an office: How do-you hire and fire f^eople? What'^s 
. necessar/ to really having an efficient office, etc? I 
wanted to know all those things. >iihen I looked at 
^^grams throughout the country thos^were the> 
"flings that I wis looking for. ^ 

^ BAKER: Vm not playing the devil's advocate 
whel^I say^ it's not a natu/al marriage between de- 
partments of preventive medicine and community ' 
medicine and departments of famify practice or pri- 
mary care. I don't see that there's" anything -more 
natural about that than' marrying them witfi cardi- 
ology or' with any other of the major departments. 
There is certainly a lot of expertise to offer and a * 
lot ot expertise' that we need, and Dr. Tapp has 
pointed this out beautifully in terms of the research 
capability and evaluation! 'that needs to go A.- But 

• I'm really curious^ about\the consistent requests' that 
I see for teaching the students preparing for primary 

• care. Take environmental and occupational health 
data: It says, "I>octors should be skilled in Using 
environmental ti{id occupational health data, in pa- 

* tient care and community leadership." Now, it's 
hard to disagree with that; but on the other hand, 
you can't agree with it because you don't i^now what 
it is. It's a fuzzy objective that doesn't mean any- 
thing as far as what it fs that a primary care "doctor 
needs to know. I think that instead of dealing with 
this discipline," preventive medicine faculty, as well 
as other specialty faculties, should define for the 
n^ive people in primary care what it is that would * 
be important to add to their skills; that is; where the *• 
interdigitation sjiould take place, but why marriage? 

FARLEY. I'bclicve community medicine,* pre- 
ventive medicine and family medicine have a lot in 
common. All three look at a community. A primary 
care practitioner, whether in- general internal medi- 
cine, general pediatrics or family • medicine says, 
**How do I give care to a population of patients?" 
Community medicine says, **Hpw do we get health 
care to a population?" Furthermore, as the primary 
care practitioner serves a population of patients, he 
fliBrts identifying ^a community, starts identifying 
problems of a community and has to pull in a lot of 
knowledge of 'community aq^d preventive medicine. 
'Here is whecft a close liaison between departments^"^ 
in teaching and research becomes particulary ap- 

* parent. A«, an academic discipline, community 
medicine/preventive me(Jicine, looks at the com- ' 
munity from a distance and tries to figure out how 
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to get in, how to obtain knowledge -of it. The pri- 
) mary care doctors ate in close, observing the coninf 
munity firsthand, as reflected in individual patients 
. and groups of .patieots. The bias of our prograrfi is^ 
that it you^can train thistprimary care doctor to or-^ 
' gainze his dati |5o it's analyzable — then, in addition 
^ to providing for efficient practice management, he 
ntay serve community needs through providing 
community medicdl jfrofessionals^^access to the prob- 
lenis of a community^ and to the problems of a 
- population? ' . ' 

Xhore is another' aVea where we can derive mu- 
tual benefit^ hopefully. We have never trained ad-' 
miniSgators for primary care. Administrators have 
been developed for hospitals, maybe for some huge 
cKnics, but rarely for (lie needs of heahh care in a - 
community. Preventive medicine and community 
meiiicine departments are beginning to look at this, , 
and hopefully in conjunction with family medicine 
departments, for these^ are where the greatest re- 
, pository of primary care cpmmitrhent lie currently. 
SC^TCHFIELD. It appears to me that family 
medicine and community medicine are two entirely 
separate and distinct disciplines. Dr. Farley's re- 
. marks emphasize this. The focus of community 
medicine is the community. Its base sciences deal 
with groups of people. The base sciences that relate 
' to family . medicine by and large relate- to mdividual ^ 
patient care.' Medicmc, pediatrics, clinical preven- 
tive medicine. 

We need to recognize that tlicse are two separate 
and distinct flisciplines That doesn't m^an that Vfn 
ideologically opposed to combiJted departments of 
family and community medicine. Conimunity medi- 
cine, the older department, h'aS been a logical place 
to start the movement because of its concern with pri- 

• mary and comprehensive care. W4e did it because of 
the press of the sixties, the neighborhood hcalth'ccn- 

,ler movement, and what not. Bi^t we've got to spin 
it off arid get back i</ our responsibility, ^nd otir ^ 
responsibility ^ is the development of community 
programs, the development of community resources 
This brings forth a pbint of disagreement witii Dr. 
Castle. Development of community programs, com- 
munity services, community resources can be cxcit- 

* irig^^tb niedical students, and Tve seen, it be exciting. 
A third of my class in medical school (University of 
Kentucky). is in community medicine as aVeflcction 
probably of a* very strong jcachcr It*s important for 
us to recognize that. 
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Another point is that family' medicine righi. now 
is weak, albeit, and it*s weak because the ''traditional 
medical specialties' want to male sure they don't 
get their turf usurped, and^we oughj to speak to that. 
There's no reasop for a family medicine residency 
to be in a community hospital for its inpatient beds ' 
eM:ept foi* tjie fact that .the tertiary care specialists 
don't want their resi^ftnts contaminated by primary 
care. It's important idr u^ to recognize that. We've 
had to fight' like ^dogs for curriculum time for family 
medicine, mugh less community medicin€. That bat- 
tle is going to continue and thc^tradition^ medical 
specialists >vill ^ay, 'That's all right, they* don't need 
^riy family ^medicine iLa formal environment, we're 
giving them a little bit of family medicine in pedi- 
atrics and ^ psychiatry and they d^n't really need 
that." It's/lhe same kind o^^||ment that Dr. Tapp 
'posed for preventive medici^^E|^rtmenl:i. 

TAPP: May I comment on the pfroblem that 
we've already encountered in* our program in insist- 
ing that we have a nurse. practitioner as a* faculty 
member and a medical social worker as a faculty 
member. They have the same kind of. appointment 
that the physicians have, and they are presented to 
the students and residents as role, models as the 
kinds of people that they should be prepared to ^ork 
with as fellow provider^ of primary care services. 
This is not generally accepted by a lot of the profes- 
sion to whom we try to -respond in the community. 
Some of our' fa;nily doctors feel it's outright com- 
munistic to have a nur^c practitioner working sid^ 
by side with a family doctor. T^ctc is obviously a 
great conflict of interest there for some folks! On 
the other hand, we feel that the ultimate goal is to 
have a different kind^of worker than what we've 
been accustomed to in the past and the only way 
to model this is by startmg at the undergraduate and 
vgraduate training Itvels. But jn^t^bc I missed the 
emphasis, you were trying to get at ds to ^vhcther 
these people, these other kinds of primary care pro- 
viders, really should be more feet to operate in an 
open market, than ^ey arc now. 

They are increasingly operating as. separate in- 
dependent providers in many parts *of the country. 

FALK. ril have my fchancc when I give my pa- 
per. I might just utter a few words of interdisci- 
plinary education at the same time; same plafc, 
educational cx|^brienccs among the definitions, the 
dcfinitiipn of primary care health tcarti, preventive 
levels and those roles ^vhich arc apt>ropriatc as con- 
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tinuin^ education with existing backgcounds com- 
pared to the planned education from the beginning. 

I aiHi talking about tlje* key 'examp^, counseling 
and family, focusitfg, nursing and the strength of the 
nursing practitioner with nursing school. 

BAITER: Syjit Horowitz asked me Xo mention the 
WAMI (Washington, Alaska, Montana, Idaho) 
program which i/the Department of Family. Medj- 
"--*s^ort to prwld& somd experience in primary 
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care. This is a regional educational progran\ whereby 
every medical student who elects th^ family prac- 
tice pathway is requn-ed^to spend 6 weeks in a 
community ciinical unit stalTed by teams of MEDEX 
people. Iri Washingtorl, M£DEX is our prototype 
nev health professional, i ^ 

PAYTON: Before proceeding further, we need 
some definitions of community and {H^ventive medi- 



care. If they are already getting it, fine, we'll just 
put it down that they ^irejjetting care elsewhere. A 
primacy care internist essentially says he'll take a 
person regardless of sex, disease, or age; and a pri- 
mary care pediatrician says regardless of sex or 
disease but limited by age. Then wie get into the 
fringe where by defauU, in reality, OB-GYN people 
render 4 lot of primary care. They are not equipped 
for It, but they render it becau^ thatV where the 
woman goes for her annual ^^hysical, and she gets 
minor care ^here. 'And so I'll say there, it's because 
of sex. In others words, th/Jse other primary care 
specialties end Up with family only. if the pediatri- 
ciags, internists and gynecotogists are working to- 
gether as a' group regardless of age,. sex, or disease. 

TJie family medicfne practitioner can^^ay as an 
individual "I'm concerned or I'm responsible regard- 



cine and primary care with which we c^n operate ^ less of age, sex or disease."^! should say at risk 



during the balance of the conference. " , 

BARKER: I propose that we fo^us first on a defi- 
nition of primary care and that as \^e do so we at- 
tempt to avoid the family medicine, itf odel pr any of 
the. several other emerging primary care specialty 
mpdels per se (e.g., pediatrics, internal medicine). 
CldHy each oi these models has particular attri- 
butes, but to discuss all of these is ^notfier part of - 
the debate. What we need is ^ broad working dfefi- 
dKon of primary care to which we can then address 
our analysis and discussion ot the contributions lo 
be made by preventive and community medicine. 
Furthermore, I propo^ that we not enter into an} 
dxercise to define community and preventive medi- 
^ne at this point. Tl^gse are vast areas, limited parts ^ 
of which are directly ' pertinent to primary care. 
These pertinent parts should emerge in the subse- 
quent invited presentatiohs and discussion. 

STOKES. Thai is a very good statement. I agree 
with that completely. . .* 

FARLEY: I disagree wit!) something Dr. Barker* 

• said, basically, I feel that some of the issues of what 

* is primary care internal mcdiciiTe, primary care pe- 
diatrics and 'family medicine, do need, to be dis-^ 
tussed. I propose tKat the access of family medicine 
to the family is- not because we're family specialists ' 
but because we'll take car^ of people regardless of 
age, sex or disease. So we're exposed to the family 
Hid horrfnll: — ^ develop and use knowledge that 
makiss us responsible for the care of all the members 
of that family. If- one member comes to ju^^ part of 
our responsibility is to make sufe that others get the 



regardless of age, sex or disease. 
^ BARKER: That's very compatible, I hope, with 
*what I said. I just' felt we shouldn't allow our working 
definition o£ primary care to get Mocked into the 
specific attributes of a particular subgroup of pri-^ 
marx care practitioner. 

HALL: Primary care ought to be definable with- 
out reference to those who, in fact, orovide the care. 
I don't have a definition. I Rondel ? anyone else has 
heard of a definition of primaryitlAfe that «Lcluded 
%ny reference to that. ^- 
McWHINNEY: I could answer your question. 
' This*iS^ something we've concentrated on recently in * 

a Committee on primary care set Aip'by the local 
, health counqL The first thing we had to do was to 
define this, so for what they're worth, FlPgive you 
our definitions. We defined two tefms:, ''Primary* 
health care" and "primary medical care." Primzrry 
health tare is the care provided by those components 
ofahe health services which are directly aiccessible to 
the public. Primary medical care is the care provided 
' by physicians whp are directly accessible to the pub- 
lic. We WQnt on to distinguish between the two broad 
functional categories of* primar^^ care professionals 
who might provide either health care or medical care: 
( I ) those who enter into a tenured or contractual 
^ype of relationship with individual^ and/or families,' 
not onlyjo fit available to them but also to ^uide 
them and accept a continuing resjK)nsibility even' 
after referral; (2) those who deaf with problem^.on a 
more or less episodic basis.' Examples wbuld be an 
emergency room physician or a multiphasic ^^en- 
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ing clinic nurse who is coAcerned^sually just with 
one episode aij^/or referral ouM^nd then the re- 
sponsibility stops, ^ 

I suggest that for the purposerbf discussing the 
-roles of community and preventive medicine that we 
focus on the definitions of.'primary care which em- 
brace personal commitment to individual for 
cominumg care. This i> a value imJgment, but one I 
think we in family medicine wouldxertainly accept. 

WALKER: U is a useful suggesOon. The question 
then becomes where do we see iM role of manage- 
ment, prevention, etc, within this definition of pri- 
mary care?- j - 

STOKES: Conceptually^ Dr, McWhinney is -cof- 
rect. He has focused upon what is-©ommonly thought 
of as the ''trusteeship functton^'^the idea that one 
feels responsible and*contmuously responsible If you 
have a patient or a panel of patiesy^, you feel person-^, 
ally responsible for anything that happens in a health 
way to those patients'. That, conceptually, is the nub 
of the issue. 

GIBSON: rd like to expand a littte upon the 
trusteeship issue.' As one interested in providing 
healtlj care, 1 have found that T codld think ' more 
productively by focusing primarilyupWi health needs 
and otjier characteristics ,of an^uggregate of indi- 
viduals — aggregated as families, as peer groups, ai;id 
in a community — rather than begmning a priori with» 
definitions of wholesale nledieiRe and retail medi- 
cine and so forth. I found these latter. to^be much too 
devisive Accordingly* it*s been rtaH*fal^ for me to 
I , think of, pripiajy car^, family centered^and commu- 
nity centered, as being important cdncejjt^t 

There has been a great gulf between whai^^ been 
traditionally public health and traditionally clinical 
^ medicine. The clinicians have all been busy with 
everyone who \Calks in. Public health has tradition- 

* ally been denied the role as ^fcian So we have had 
many people in our societ5%ho, lacking financial, ; 
cultural and other means of access have 1>cqn witjioul 

a "trust'officer" for their personal health care needs. 
The crucial need in training clinician,s in our medical ^ 
•^schools is never again to get cut off from a feedback 
loop as to where the 'problems are. Primary medital 
^ care education must be comomnity centered, not 
merely for the panel of families Jhat can keep us very 

• busy in the model family practice unit, but for aJl the . 
other people who are there to whom, while respect- 
ing their, privacy, we Jiave a right to be, an obligation 
tol)e, accessible.' 



PAYTO^: Sgeaking about the way physicians 
view their comniui^ity and the responsibility they do 
or d# not have for that cbnununity, it V always im- 
pressed me that physicians by and large take the 
attitude out of sjght, out of mind. If it's not a patient 
that presents him or^herself to the oftK^, to the hos- 
pital, it's not someone Vho — foe whom he has that 
trusteeship responsibility, 

I think that is a real problehi and it draws into 
question howVe define the contract for a physician. 
Is It a social 9ontract or an individual contract with a* 
single patient, or maybe a patient's family, if \ve'xe 
talking^^ut family medicine. 

The way I relate that back now to -the general dis- 
cussion is that we raise some real issues of contract 
when we talk about prevention of illness because this 
is not something Jjiat is traditidnally thought of by the * 

* patient or the* community when they Idok at the phy- 
sician. . ^ ^ 

We have a responsibility m this situatio^^f we look 
'at the gtobal effects of health "^ervices'and' try and 
recognize their economic values. If we consider that 
we are ''trust officers'" for the health of our com- 
muniheS at large, as would be suggested by thos.e here 
talking abput community medicine and prevcritive 
medicine, then We 'have |p educaticrti responsibility 
to**n)^ake sure that patients come to expert that kind of 
^hing from those of us providing primary care,, 

FALK I'm afraid we also have to identify in dur 
definitions^ very uncomfortable borderline between 
being^Health professionals and health.. I think- that 
clear examples are the importance of politics. and 
economic? to health status. We have to be crispun 
our definitions, understanding that health care, par- 
ticularly medical K:are and what its practitioners can 
offer, must be clearly differentiated from efforts to ^ 
maintain or obtain health for society as a whole. It 
gets us into an extremely difficult borderline because 
society wrfl tolerate certain things in social change 

ItH«^l look to. its priest, doctor, its community, 
health doctor m certain ways, 'depending upon the) 
shifting winds of the total socio-political scene. Vvjl 
referring specifically to the atmosphere' in the civil 

• rights revolution of the 1960's; the''1968 election, the 
impounding ofT Federal funds and the role of the 
medical student ip all of these matters, and* how all* 
of these have affected tommiinity health. 

THOMSON Somehow or anofher I anvrcminded 
of the girl wh9 .said that she wouldn't sleep with a- 
man for $2.00. "What do you think I am, a prDsti- 
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tuter He said, *'Well, wil! you do it for a^illion 
bucks?" She said, "Well, that's a different thing." He 
said,^ **Itis already-defined wh^t you are, rfow we arc ^ 
just bargaining for price!" This is fundamentally what 
we are , doing- here-*it's not>so difficult to define a 
primary physician. It shouldn't be difficult. You 
could ^ust go and look at wHat my da<l did in his 
practice because he was the primary physician. He 
was the otily physician so that made it easy. You 
coald tell what he -did and you can define that. 

Our prob1em.hcre is tfiat we are trying to. build a 
definition that refers to the process of tjie delivery of 
primary care in a complex modern society. Now, are 
Hiryying to define the credentials of the vpamary 
physician, or content of primary care, or are we try- 
ing to define the process^ of it?. We're not reafly hung 
up on the definition of ' the ^ primary physician or 
what is primary care, but we each have our different 
levels of what we'll buy or what we ll pay for as far 
ai what the process of delivery is about. Does this, 
divisiveness make a difference so far .as reaching a 
Conclusion for defining this? 

' « SCUTCHFIELD: I would disagree to a certain^ 
extent with Dr. Thomson bec^se we're trying to 
circumscribe the scope of primary care, and the com- • 
mepts that Drs. Gibson, Payton and Falk have made 
ar^ valuable in 3efinealing and delimiting the .trustee- 
ship concept — the trusteeship not only for health 

*xare, but also for health within the ct)mmunity. It's ^ 
important that we d^e this as a parf of primary 
care. And that, incidentally, reflects a real role that 
community medicine has to playjn impressing what- 
ever -students or trainee, educator or educatee of their 
responsibility, not^ only for health care but also for 
health. They must assume this trustee responsibility. 

STOKESj There is a real argument developing 
here and I want to come down against some things 

. that jiave just been said or implied. If I were respon- 
sible for preventing disease in a community, I would 
not havie a job since society iias rtot worked primarily 
through the health services route. It s not the rpost 
efficient way of preventing disease. Environmental 
•intervention by public heahh» by*-Kousing, by high- 
way design and environmental design are really ihorb 
important and have a greater impact on life expect- 
ancy from bi^th; infglnt mortality and other major, 
health indices than have health services. Jack Geiger 
and colleagiijes showed very well the limitations of 
health care services as a nteans .of influencing the 
health effects of the social and economic environ- 
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ment.. They, as physician advocates, tried hard to 
faise the Mississippi Delta area- up economically, to 
change the social and physical environment, to act as 
health officer withiH the area, and so forth. They had * 
^o fall back. That is, they learned'the limitatio ns of ^ 
health services a?* an operational basis for that type * 
of intervention. This is why I object to putting pri- 
mary care in the position where it's really encom-^ 
passing the classical functions of public health and" 
other functions of government, as exercised through 
the police power of the state. 

NicWHlNNEY: I would agree* with that. Hpw- 
ever, it's a mistake to try to erect a sharp dividing 
line there, Td rather^ see it asNa spectrum. As you 
siart at the primary care end otSh^spcctrum, you 
have a physician who predominantly relates to indi- 
. viduals. But then responsibility gradually extends 
outwards to the family, and to the practice as a group, 
which is a fairly new concept. Extending beyond 
this, one encounters responsibility to the* community 
as .a whole and then to the country and the world 
eventually. The ways in which the physician inter- 
venes to solve the' kind of problems that Dr. Stokes 
was talking about are quite different from the ways 
he goes about solving his individual patient*s prob- 
lems. And so, I would see the people at the two ends 
of this spectrum as really h^ing rather different roles 
and attitudes. One^s primarily a personal physician, 
the other is primarily a .health care administrator. 
They share certain basic sciences with which to fu'- 
' fill their responsibilities to those, they serve. Epide- 
miology contributes to both and it should be looke'd 
on as underlying both. 

^ I was rather intrigued by Something a veterinary 
epidemiologist in our department of epidemiology 
said -to me, Avhich pinpoints our problem. He said 
that he found in leaching v^erinary students he had 
no difficulty making them think in terms of the herd, 
but with medical students he had great difliicully mak-* 
ing them think in such population terms. This is part 
of -the challenge I am facingiwith family physicians — 
those physicians whb are actually physicians fbr indi- 
viduals but have also this capaci;y for thinking and 
functioning in terms of the herd. 

A BRA MS: The prototype of the- physician in 
whom all of this is called'for is the individual family 
doctoFin a rural comnuinity. He's also the parttime 
fiealth officer. H|*s responsible for everything. There 
ate quite a few of them and quite a few places that^ 
need people like that. 

) 
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HE^ERSON: 1 originally drifted into 'public 
health through a situation like you just described, 
ahd then when I got into more^complex. situations 
working in public health, t found that I was not sup- 
posed to be coneerned* ab&ut individuals anymore, 
' ^hich was very upsetting. ^ 
^ ABRAMS: BeioTc closiiTg our discussion of 
definitions, I would Ii4ce to invite comments on Dr. 
Castle's di^ction between family medicine- a^ 
family^ practice. 

McWHINNEY: I agree with Dr. Castle's dis- 
tinction between the two; that is, family medicfne as 
J a body of knowledge, and family practice as a method 
for providing primary care. One source of this body 
of knowledge gfows out of a conceptualization of 
what practitioners have been doing for a very long 
lime and have learned to do unconsciously just by 
trial and error. 

CASTLE: I have a problem accepting such con- 
ceptualization. I really question whether "there is 
much of the ideal of good family medicine to be 
found in "family practice*' as 'it has existed in the 
past. 

CHRISTIAN: Agreed, because if you lirfiit your 
concept to someone who takes care of anybody re- 
gardle&s^f sex, age and disease, 'you don't pi^omote ' 
the concept of looking at people as part'of families. 
In^'selecting a family practice residency, I was spe- 
cifically concerned with providing he^ithcare to 
small, groups, namely the family. HoweverTr really 
don't see why there is such a distinction bct^e^n 
family practice and family medicine. 

GfBSON. V'd like to 'reinforce this distmction. I 
find it a fruitful one. There has been an ^Jfiormous 
" deficit of research and study of thefamily in health 
And there arc many» many kinds *of disciplines that 
need to be concerned. Perhaps one can ^ay*that,^e 
family practitioner has more crucial need for research 
/in family medicine than anyone else among the clini- 
cians. But a specific prerogative or monopoly should 
not be implied. For instance, at Stanford, the social- 
worker^ are doing very beautiful research on family 
medicine and health as it relates \o the parents of 
children with leukemia. These social workers arc do- 
ing something informative to all of .us. The internist, 
thfe subsjSecialist, hiieds to hear it as \vcll as the family 
practitioner.^* 

McWHlNT^EY: T wonder if putting all our em- 
phasis (^l^jl^e fatjiily isn't a bit too restrictive. The 
essentiaf dJffSenicc between 'the family physician 
and the speciafist is that he sees people as a whole in 



their settings and the families are probably the most 
crucial part of thff setting. Its not^Otie only part. 
There are other aspec ts tj) the -i ndividual's Social 
environment; for instance, his. work group and his 
community. * , ' 

A BR A MS: Would you say tbat jpn occasion "fam- 
ily" may be a community, or a factory group, or 
whatever? ^ * ' 

FARLEY: Economically it can be, but I woald 
hate to be an industrial physician and say I was tak-*^ 
ing care of families. ^ ^ • 

A BRA MS^'^ui mosi industrial medicine in thisc 
country is done by ^nerah practitioners or family 
practitioners. 

. FARLEY: Right, but it'snot family medicine. It's 
different— I won't include that in my family medi- 
cine definition. 

KISSICK. The rest of you are quite informed and 
have read and written in the area un<^er discussion. 
I've reflected some on it, mainly at the prodding of 
our dean because he was under great pressure from 
the legislature of the Commonwealth of Pennsylvania 
to organize a department of family practice. As I 
listen I have two concerns: First, is around the family. 
It appears to me that we are struggling with a 1980 
problem with a 1950 vocabulary, and we've got to 
be truth oriented. Most* of us are medical educators,* 
and the medical students we are now selecting will 
Ce^ch the middle of their professional careers, if they 
arc not wiped out by myocardial infarctions, in the 
year 2000. Even though I'm a long range planner,* 
that staggers me! I don't know what's going to hap- 
pen to the family oyer those decade< but from the 
limitc(^reading lhat J\e done of Warren Bennis in 
the Temporary Society and Beyond Birteaiuracy diS 
popularized by Alvin Jopler, -die family^ may not 
exist as an institution^ as a social institution as we 
now know it, in the year 2000 a nd b e yo n d . 

Is the family an enduring concept? It'sTJccn here 
since biblical times.! It, keeps evolving.* Maybe it's 
going to be a lot drff^rent than the way wc define il 
and study it at the present time. If we're really in- 
tcrcslcWn family medicine we Have to put great 
emphasis on the .sciences basic to understanding some 
of these kind«i of problem's. 

The next question iss does it makt a difTcrcnce? 
The few -published studies arc somewhat discourag- 
ing-^most of all, (jcorgc Stiver's study at Montefiore 
Hospital where they gave superb comprehensive, 
family-centered medical care with- a team of superb 
health professionals — and^makc that las't sta^cm 
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advisedly because I worked with those people. There it we're functioning under ^the assumptioa that it 

> was absolutely no diRprence between the control does, and it may. I hope it will, but it's incumbent 

groupand the group that was receiving comprehen- upon us^to demonstrate that it doesf and if not, to 

sivc Sealtb care. ' modify it. 

But does it niake a cfifference? If we're advocating* ^ . . • 5 
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This section, in two parts, reviews experiences of several existing 
Family Medicine programs in 'd6v6loping coriterlt and method of pre- 
ventive/community medicine education for primary care. 

Dr. Bakei^oujjines a core set of learning objectives in, preventive/ 
community medicine for medical students and residents preparatory for 
family practice. The objectives, developed by a multi-discipHnary fac- 
ulty rommftlfee ?U-*rtie University of Washington, are subdivided into 
competencies in the domains of knowledge, skills, ancl attitude. Dr. 
Thomson's discussion endorses the competenc>Vbased methodology for 
defining skills and knowledge; however, he cites several potential short- 
comings of the system. First, systematic learning- tends -tp limit the stu- 
dent's conceptual range. Second, the system needs stronger emphasis 
on developing preventive attitudes. Third, cognitive facts may becooje 
irrelevant as mediqal knowledge advances. Solutiofis to the§e perceived 
shortcomings are discussed. General discussion focuses first on the 
issues raised by Dr. Thomson. This' is followed by suggestions that both 
consumer demands and measures of health care outcomes should be* 
used, along with physician performance an delineating educationaj ob- 
jects for primary care. The discussion concludes with several statements 
regarding the potential for medioal school to efftct attitude change. 

Dr. Treat's paper d.Qscribesihe type of educatipnal resources and 
methods cqnducive to effective preventive/ community medicine educa- 
tion- in primary care training programs. Example^ are cited from the 
'University of Rochester's Family Medicine Program. Dr. Heoderson s* 
discussion compares and contrasts point by point the prini^y care^u- 
^catfonal milieu at the Pennsylvania State Univejsity College^f Meolajie^ 
at Hershey with th^ in Rochester. Dr. Hall's discussion provides a third' 
model vi? a vis preventive/ commnnity medicine education,/ that of the 
Rockford (Illinois) School of Medicine, based primarily* in existing, 
community /practice settings. AllMhe authors establish the impqrjance ' 
of a community setting for'primary care etecation. StThie partici^nts, 
however, emphasized the danger of isolatin/primaiyxa^ training when; 
confined only to community hospitals. They expressed the peed* of 
assuring a pr(^inent place for primary'care within the medical school 
if it i^ to be visible to the student, if it is to benefit from the prestige of 
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• ^ ' * *the School, and if it is to be effective within the power structure of the 
institution. 

^ / The bripf ^general discussipn addresses the critical isstiie of financing 
# • for both education in and^delivery of community-based/ preventive 

i . ' ^ ^ health services. Limitations ih current third party and prepaid plans ^re 
Ij^^ noy^y ^.the potential for governmental or private. Corporate' actiorfs 
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'COMPETENCn^-BASKD OBJECTIVES 
IN PREVENTIVE MEDICINE FOR 
THE FAMILY PHYSICIAN 



Richari 



Baker0 





Family medicine, ^urgeoning new discipline, is 
beginning to define itself » Pidientive' mediae and. . 
con&unUy ipedicine are clearly a pztrtof afpf^i^P 
^radtice/' TJ^ea^ng competencies ,in these fiey| 
Should.swe to modify the primary care delivered ^ 
the graOTates^of family practice programs.-^In this 
"seftse we now have a greaf Opportunity 'to influence 
delivery of primary care m the United States. We 
'.must, therefore^ carefully (defiUfc. the knowledge. 
skil||», and attitudes pf prtventiy^ aflfid community - 
medicine in relationship to the "ideal"-^ future family 
physidam . . ' * , 

- The definition, of -preventive medicine competen- 
cies for pninary care establishes the f^ework for 
(Icvclopiog qducatipnal objectives, te^hng sltrate- • 
gies^ and evaluation methods. Such a process of 
definition is in contrast to thi, older, more *o»sugl 
atttti|dw>f suggesting, "Why don't we have them t^ke 
^^^the Schboiof Public Health?" or. "C^tfi-. 
Imsdicine ought to have sc^e - seminars." 
^ ^tendy." in this approach, refers tQ an ob-» 
servable abiUty in an area, such as preventive medi- 
,cine. It seems to be formed by a cotfihination of 
knowledge, skills, aiW 'attitudes (Mager. ] 962). The 
competencies defincfl by different trainipg* programs 
'may well be quite . di^pajate .untiUwe -are afele to 
d^onstfateslhat the pYoposecf abilities -enhance pa- 
tient care an?)(t)r pfiysician satisfaction. Two levels 
of competencies, are likely to emCT£6 — those common 
to any good' famiK physician pnd those t^o be 
achiev^ Vcqjjibg t^ individual M^ ^( ^ ylafts >a^ 
interests. ^ 
\Th^ Department of Family Medicine at the Uni- 
vott^pf -Washin^on fias established *'Competency- 
Bascd Objectives for the Family PhjT^ician." (Bak^r 
& GordoQ, 1974) including qbjectivcs'in preventive 




and community medicine.* Though iftost of the docu- 
ment can be related to pTfcventive medicine defined 

, broadly. 4hose 'ol)jectivesmost directly related to it 
are reported in the mai^cction of this paper. We 

- have based these upcfn TOe arbitrarily defined "core 
competencies" of the* family physicia^n successfully 
completing our postgraduate (residency) training 
program..Our initial Hst.of objectives* >wa^ geMfated* 
in 'a series of three 'n^eetings erf fulltime^Jptaty in 

,the Department of Family Medicine. This draft was 
then modified- by input from family physicians in 
the community and in rural areas involved with the 
teachijfg program- and by faculty of other depart- 
ments. Subsequently, residents and medical students 
*have assisted in modifying the objectives. Last, we 
have found some objectives' top ill-defined or trivial 
to remain, and we have added^ others that have be- 

' come apparent iif the two^years.since initfation. 

Many> objectives are jnost apjJtopriate for the un- 
.dergraduafe curriculum* TheBepartmenf adniinisters 
a Famtly Phy^ian j^atlM^for medical students 
during- their clinical yearsll^Knar t^lfcs from ^he 
course "Preventi^ MediCiBNq ' Primary 'Care," 

-taught conjointly with' the Scliool of Public -Health 
faculty, appear in TaMc I. Other.objectiVes are ap- 
proached in, the requirejd^clerkship^ in family medi-* 

. erne 'at rural sites or in clerkships or el^ctivc^ in 



other dep^mejjits^ 



])^n 

Residency training seems, the appropriate time for 
t}ie achieve^ment of most objegllftes in community^ 
medicine \and practice' management. It is only, then, 
that the trainee -has acquired enough confideftce fn 
his "basic fnedical skills tQ ^e^te Attention to the 
"process" of family practice. Fqpult^ nilmbers assess 
resident pecfprtnance in areas of comnj||^ .medi- 
cine and practite mariageri)ent utilizing a question- 
naire which appears in -Ap{)eifiix I. this chapter., 
^ "Health maintenance" can be audited ^on- the charts 
• ot residents by following such a , now sheet as illu- 
strated in, Appendix 1^, this chapter 
\ The process of ihodification of our stated ^objec- 
tives underlines the for* making '^^nd writing 
J them down. Studeuj^ rcfsidehts.. faculty members of 
' Family Medicine A'ndlother depacjmenfs have utilized 
the'oJ)jectives heavily jn their curriculum* design and 



♦ Pcrsoris who contributed to the dcvtlopmcnt'o^*thcsc ob- 
jectives arc; .brs.'DJ Bone, MA powder, DK Cla\0ioni WM 
Cole, WB ftawc. JR Jacobs, JA Lincoln. Oakft. TJ 
• Phillips, CK Smith, WC Stplov, rfnd Twcrili. M-SiAV. 
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ABLE L'^mjoint 44(2--PrcveDtive Medicine in PHmary 



^ SEMINAR TOPICS: • 

The scope of preventive medicine 
. Gelle^Tabies and health hazard appraisal 
y . 'Hypertension ' ^ 

Cancer <rf the c ervix 

©iabetes - . ^ * ' 

SUGGESTED TOPICS I^OR STUDENT 

PROJECTS: ' ' . 
SCREENING FOR SPECIFIC DISEASES 

Bacteriuria ' . , 

Tuberculosis • 

Breast cancer* 

Cancer of colon and tectum 
- Glaucoma . * ^ » • 

4 Syphilis/gonorrhea \ 

Coronary artery disease (diet & exercfee) 

<Lung cancer • ^ 

Prostatic aancer 

OTHER TOPICS • 
\ Screening in pregnancy (rubella, Rh factor)* 
Effectiveness qf the screening physical exam : 
Automated- multfphasic screening procedures 
Factors in patient compliance - . * . 
Seat behs „ ^ ' 

Gdnetic counseling for selected diseases 
, * • Nu^ition ^ ^ 

Enviromneqtal 'hazards (sm6g, heavy metals, 
V asbestos^ ^)esticides, et^.) 

, Obesity 
Immunizations 
, 4 Alcohpli^n 
> Smoking 
Drug abuse 



2.0 CLINI^: AL MEDlt:iME 



• * Elective course developed and taught by Dr. Ann A. 
Browder ^d dr William M. Cole. 
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evaluation. Objective? in preventive medicine and 
community medicine mak*^ relatively concrete and 
fter whatJ ^re sometimes considered attrorphous 
fields. The following sections in outline form are the 
objective^ most closely related to .preventive medi- 
cine as eVcerpted 'f rom the **Comp6tency-Based Ob- 
jectives for the Family Physician" (Balder, 1974). 
The numbering corresponds to that of the complete 
document. 



^2.1 KNOIVLEDGE 

2.12 Disease Information , ' * 

* For minimum competency in managing dis- 
ease, the family physician myst have sufficient 
knowledge 6f comfnon diseases and uncommon 
but important ones to permit diagnosis and 
treatment or referral. "Disease" for the family 
physician includes not only conditionsdue to 
physical stress, but those diXe to psycm)social 
stYesips. as well. "Uncommon but important" 
diseases are -those that must be understood be- 
caus^J of potentially serious consequences that 
maybe averted or postponed (e.g., glaucoma, 
^ diabetic ketoacidosis) ' or bpcause the disease 
'should^ understood as a model of a patho- 
physiologic process (e.g., muscular dystlophy, 
systemic scleroses, cerebral palsy). Knibwiedge 
of any given disease- should include: • 

2.121 Prevalence (approximate,, including 
population? at risk) 

2.122 Manifestations at various stages 

2.123 Diagnosis (including hazards of pro- 
. cedures)^ 

~ 2.124 Natural course, including appr^xi- 
^ mate morbidity and mortality rate 
^ 2*125 Complications % 

2.126 Effective interventions 

2. 1 27 Preventive measures 

2.15^ Evaluation of Preventive Measurts 

All of medicine can be considered^reventive^ 
^ince most actions are taken with the expetf^^ 
tation or hope of averting worse disease. 
However, thecterm has come to refer rather spe- 
cifically to diagnjosis and treatment while the 
• p^nt is as yet unaware of illness. In the ab- 
se^* of symptoms, the physician is totally 
responsible for what he initiates. He is not, as in 
responding tc^ needs also perceived by the pa- 
fient, protected against deficiencies in the state 
of the art'of medicine. He must be able to 



\ ' identify and evaluate availab^ measures before 
launching aerogram of prevention. The follow- 
ing question^e the most cogent for the logical 
approach to |ne discharge of this responsibility: 
— Has the disease a morbidity/mortality that 
i makes it an important one to prevent? The 
njore sejious the potential illness, the lower 
the prevalence needed for the disease to be 
considered important. 



— Can one detect one of the following stages 
of the disease process? 

-A risk exists? ^ 
-The disease is presertt but asymptomatic? 
I^The disease is present with n^fnimal symp- 
toms? . 

— ^Is tne detection procedure such that: ' 
--the sensitivity and spedficity (the number 
of false negatives and^ false positives^ are 
acceptable? \ ^ ^ 

-it is acceptaWe to the paiient? 
-the cost and risk of test w reasonable in 
relation to the yield? ♦ 
— Does intervention at the pd/nt of detection 
make a diflFerence in the-iwtM'bidity/mortality 
of the disease greater than that which can be 
exerted when symptoms are most easily ap- 
' preciated? 
-Is it reasonable to accept the risk of inter- 
vention for the gains anticipated? 
-^Is the intervention acceptable to the patient 
and will the patient comply with the regi- 
men? 

— Are resources such that: 

-follow-up of positive screening tests and 
subsequent intervention can be carried out? 

-the proposed screening and intervention are 
the best use of available resources? 
2.2 SKILLS . 

2.23 Health Maintenance Skills 

For individuals ^-^ild for the practice, the 
family physician must develop a program to 
maintain health, and prevent disease. Standard 
jrfbcedures should be woven into the system to 
ensure availabilitV of all indicated measures 
all patients, at risk. Members of the health care 
• team must be able to maximize compliance by 
patients with recommefided procedures and 
schedules, consistent with the attitude of respect 
for the individuaPs own responsibility. Health 
maintenance is the anticipation of problems 
and appropriate miction in situations of risk to 
individuals of known physical, sociocultural, en- 
vironmental, and emotional make-up. There- 
fore, one may advise brea'st' ekams, or even 
mammograms, every six months on a woman 
with a strong family history of^retist cancer, or 
one may spend more time than usual preparing 
a given child for elective surger>. Health main- 
tenance forms display the hiStory^and ptan*^ 
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preventive^procedures. An example set of (prms 
may be seen in Appendix II. * 

2.231 Occupational medicine 

2.231.1 Assessment of common risks 

2.231.2 Injury pr^y^ntion techniques 

. \ 2.?31.3 Evaluation for work "fimes^" 
2.231.4 Management of industrial com- 
pensation cases 

2.232 Immunization — accepted schedules 
and techniques 

2.233 Risk evaluation — e.g., using Geller 
Tables * 

> 2.234 "Screening" procedures— See "Diag- 
nostic and Preventive Procedures," 
Section 2.24, and "Evaluation of Pre- 
ventive Measures," Section 2.15, 

2.24 Diagnostic ani Preventive Procedures 

2.241 Office laboratory procedures: uri- 
nalysis, urine acetone and t^; 
hematocrit; white blood cell count; 
differential; peripheral blood sfnear; 

. sedimentation rate (Wintrobe Meth- 
, , od); throat cultures, sensitivities; 
^ Gram* stains; tests for pregnancy; 
^ . niono spot test; microscopic ^valua- 
tion of vaginal discharge, uretlfral dis- 
^charge, skin^^apings. 

2.242 Audiometry afid visual testing 
2C4f Pap smear 
2.2422 Tottpmetry 

2,2424 . Pul^nary function testiiT^ — FEV; 

2 25 "^reatm^nj froc^ures \ 

In the f61lowihg lists we try to enumerate 
procedures ^nd sphie management skills that 
' sho^dd be a F^art of the famity phv*i^an's,minif 
m^^l^pe^tdire. \ » \ 
2.254* Rehabilitation management 

2.254.1^ Evaluation t)f a disabled *patient^ 
* - * hnd his env^^pnment in 
' " determine the.-fieed for a special 
. rehabilitation center and the abil- 

ity to solve the problem with the 
locat community resources. 
2 ^4.2 Prescription of basic physical 
, ther^y and occupational therSpy 
for common,^ ambulation prob- 
* • lems and pain and motion prob- 
vlems. V - ' 

2.254 3. Use of behavioral pMnciples for 
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modification 'of problems in 
maintaining -function; chronic 
' V," ^ pain, use of drugs. 
2.254.4 Management of disabled indi- 
viduals involving the, f^iily home 
, situation, visiting nurs#and other 
• qpmmunity rescflirce persons. 

2.255 Obstetrical management 

2.255.10 Clinical assessmenr^of pelvic 

adequacy 
2.255.-12 Fetal monitoring 
2»255.t4 Prenatal care 
2.255.16 Post partum care 
^ 2.255J7 Genetip counseling 

2.256 Management ot newborn infant 
2»256.1 Immediate care' in delivery room 

of normal infant 

2.256.2 Detection of acute and life- 
threatening problems * (tracheo- 

^ esophageal fistula, diaphragmatio^ 

jwnia) 

2.256.4 Ktection of neofiatal problems 
^ during transitional phase '(first 

; four houcs of life) ^and later 
phases: respiratory distress syn- 
dtt>mes^ transient tachypnea, 
^urreflt^ sqynea, infetJtibns, 
r hemolylic d^ase, ^ jaundice, ^ 

metabolic .abnOTmaiities (hypo-' 
*6alcejnia> l^poglyqemia), CNS 
' abnormalities 
. 2.256.5^ Management of common prob- 

lems of the premature infant: 
\ * . m'onitor^^rowth and nutrition, 
^ physiologic handicaps « 

2»257 Gynecologic management 
"2.257.2 Abortion — ambulatory patient 

2.257.3 Contraception coutiseling i 

2.257.4 I.UD insertion ^ ' 

2.257.5 Diaj>hragm prescription and fit- 
ting 

2.258 Behavioral management 
<.258.5 Counfcling 

(a) Children and parents: reading prac- 
tices, school problems, discipline, 
^ responsibility 
^ (b) Adolescents: sex, school problerps, 
peer relationships, substance abuse 
(drugs, medications, alcohol, cig- 
•arcttcs) 

(c) Adults: obesity, substance abuse, 



problems with job, relationships, 
feelings. 

(d) Aged: isolation, retirement, ifeel-* 
, ings, loss of function 

(e) Couples: fcommunication, sex, 
other interpersonal problems 

<f ) Famil)^ communication, role prob- 
lems, management of problems in 
* * • one Inember, newly emerging pat- 
terns of family life 
^.258. 8 'Anticipatory guidance: This skill 
§tems ^rom sensitivity to poten- 
' tial stresses because of the spe- 
cial nature of the stress (hyster- 
ectomy, child leaving ,home', 
etc J 6r'of the individual 

2.258.9 Patient education :*ab\lity to in- 
form patents in an appropriate 
manner; language, and detail 
about their problems from the 
physician's point of view and 
about the physician's plans and 
expectations • 

2.258.10 ^Self-knowledge : cognizance of 
own attitudes, problems -and 
strengths in dealing with other 
persdns. Ability to act in an ac- 
cepting^ objective manner with 

V ' ,* sensitive or cfifficult topics 
(deaths^ sexuality, **deviance") 

2.3 ATTITUDES 

.^2.37. The prevention of problems shoufd be 
sought whenever possible; risk should be 
evaluated and minimized when feasible 
^ for. the individual 4)atient. 

2.38 Patient education should be carried out 
to whatever level is appropriafe. 

• 3.0 PRACTICE MANAGEMENT 

3.1 KNOWLEDGE - ' 

3.11 Legal Aspects of Family Practice 

3.111 State and national regulations: re- 
porting communicable disease (VDi 
hqjatitis, etc.); premarital* exams; 
preschool exams, neonatal proce- 
dures;. , food handlers' screening; 
qualifications for driver's licensflre;^ 
informed consent; sterilization and 
attortion permission; obtaining court 
ord^fff for treatment; commitment 
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procedure and other mental iltieSs 
problems; mental incompetence. 
3.118 International travel requirements, for 
immunizations 
^ 3.14 Rolcf of Health PenooiMl 

Understanding training, competencies and 
roles of nurse practitioner, physician's assistant, 
oflScc nurse; nursing assistant, technician, social 
work^li physical therapist, medical secretary, 
receptionist,* pTiantiacist, jiietitian. 

3^ SKILLS . . 

3^ Team Approach to Patient Care 

«. 3.23! Sharing re5pi?nj/W///y for patient care 
mth another health professional: the 
degree of sharing will ^fty widdy ac^ . 
cording to the ^ompetencfes of the 
• health professional "(nurse practi- 
tioner,* Medei, Primex^ Physician's 
A^stant, etc.) 

3.232 C^peralion for patient care* with 
. ■ o^ers in the medical' care team : office 

nurse, nursing assistant, secretary, 
, other assfsting personnel 

3.233 Conjoint, managemettt of patieqH 
problems «where indicated with other 

, ' ' physician, social worker, counselor. 

psychologist, * public health 4iurse, 
physical therapist, -dentist, pharma- 
cist. 

3^4 Clinical Records r > 

3.241 Problem-oriented .methods: problem 
^ *• identification, problem list, ambula- 

tory follow-up notes, hospital prog- 
ress notes, use of records by all mem- 
bers of health care team. * 
. ^ 3.242 Fihng and^retrieval system: Morbid- 
ity Index (Coding— ICDA, RCGP,^ 
etc.), age/sex, geographic distribu- 
^ tion, others * ^ 
3.243 Data coUection devices: question- 
naire, interview' l)y office personnel 
3*244 Data compilation and display 
> 3. 244 J^* Ch^rt system • .» 
' 3.244.2 Clerical information 
' 3.24,4.3 DM^basQ ' ' 

(a) Family structure and heahh 

(b) fast history ^ - \ 

(c) Personal and social history , - 
^(d) Physical examination « 

..3.244.4 Laboratory yatues 
3.244.5 Medication records 



3.244.6 ^low sheets 
* (a)* Health maintenance 

* tip (b) Managemen?f)f common problems 

— hyperterisioH, diabetes', etc. 
* 3.245 Data recorfling — dictating, computer * 

3.246 Recall system: "tickler file** ^ 

3.247 Clinical audit* for: patient care, con- 
tinuing education,^ management, re- 
search. Example: Patient Care .Ap- 

- • p^al * ^ 

• -^"^ Set criteria for "quality" manage- 

, men! ~ . * 

Pose questions for chart, review 
Identify charts 

Review (by clerical personnel 

ideally) 
Collate data 
Evaluate 

Alter practice if necessary 

3.248 Transfer of information to: third- 
party payers, consultants, hospitals,^ 

*^ other primary care physicians. Public 
. Health Department 

3.3 ATTITUDES 

^ 3.31 The physician's professional role must be 
planned into available time, consistent* 
• n with other cotnifiitments, ^especially the 

family role. ^ 
3 32 Taslcs and responsibilities should- be 
sliared among coworkers and other health 
professionals. 
3:33 A medical practice should provide care 
that is available geographically, finan- 
cially, and temporally. 

3.34 Since it 5s impdssible to understand a pa- 
tient in a single encounter, he should 

' ideally be observed and followed up over 
a prolonged time period. 

3.35 A medical practifce' should facilitate ap- 
' propriate ggg^by a\ much of* the commur 

nfty as possible byjmaking the procedures 
and eaviron^mentf acceptable to persons of 
wide ag^ range, cultural and r*ia^ back-, 
.ground, artd socioeconomic classes. 

3.36 Th.e physician's practice should facilitate 
. his pwn happfness. 

4.0 COMMUNITY MEDICINE ^ 

Community-^Medicine has -aj yet no fixed defini- 
tion because it .such a wide-ranging field *The term 
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ma^ be used to designate all those aspects of the 
organLtttion. of practice which impinge on the de- 
livery of care, the relation of the practice to its com- 
munit^, locally and nationally^ and the relationships 
of a variety of factors within the practice to each 
other (also see *Tractite Management," Section 3.0)1 
The famHy physician must integrate his practice so ♦ 
that resources available for health maintenance, 
disease prevention, and medical care delivery give 
the best care possible to the most people, to thgse 
within the practice and the community at large. He 
"needs to know the community in two ways — as the ^ 
composite of .health resources and as entity itself, 
requiring prescription -and care. 

41 icnoWledge 

4. 1 1 Health needs gf //j^^mmwn^tP^DOth oBjCCTTvely 
and as cooinunity expect^dons 
4.111 Perceived need; by comrtiunity 
groups, individuals ^flk 
,'4.11? Health planning: i national priorities, 
state emphasis, regional "comprehen- 
sive health" planiring body (usually ' 
for one or several counties), and local 
commifnity plans and oesires. 
4A\3 Evaluation by physicianj data ne^es- 
^ sary to* plan involvenient and im- 

provement in community, health. 

f4.I2 Heq/th Resources of rhe Community 
4. 121% Public Health Department 
^ Traditional provision: sanitation con- 

trol (water, milk); environmental 
^lity (control of pollutants); col- 
■fction of vital statistics (birth and 
"tkath registration with compilation of 
corresponding rates, including infant 
mortality); surveillance of disease 
frequency and investigation of epi- 
detnics;,care of the indigent. 
Recerft trends: provision of direct 
medical care to special groups in the 
' community (such as persolis eligible 

for maternal^pl infant care or chil- 
dren and youth clinics, selected mi- 
nority groups) or care for specific 
conditions (VD, family planning. 
• tuberculosis). Screening and follow- 
up of chronic diseases is increasingly 
done (hypertension, cervical cancer). 
Public Health Nurse: 
'Basic health teaching * . 
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(a) 



Maternal and child^health . 
' Mental health 

Communicable, diseases 
Community resources 
4.122 Visiting Nurse Association (usually 
fee-for-service) 

Assessmertt -of home for nursing 
care 

Hom^ursing care , 
Home heSith aid ^ 
Physical therapist 
School health — often Public Health 
Nurse paid by the sch6ol district 
Community Mental Heafth Center — 
(if available) government supported 
plus fee-for-service 
Social Services 

The following agencies are' peculiar 
to the State of Washington, particu- 
larly to the Seattle area. Most will 
have counterparts in other areas. 
4.125.1 State Department of Social and 
Health Services is a super-agency' 
eocompassing several divisions:* 
Diyision of. Public Assistance 
Aid to Families pf Dependent 

Children 
General Assistance 
(Old Age Assistance, Blind As- 
sistance, and Disability Assis- 
- tance shifted to. Federal Govern- 
ment January 1, 1974, under the 
SSI ^Program [Supplemental Se- 
curit)^ Income]) 

Services for all the above cate- 
gories remain with the State: 
. Medicaid, food stamps, chore 

services. ^ 
Services for the blind provide medi- 
cal care, r^abilitation and voca- 
tional serviced 

The Divisipn of Vocational Reha-, 
bilitation serves handicapped per- 
sons who have potential for becom- 
ing employable. 

(Health services are listed above.) 
State Employment Security pro- 
vides assistance in procuring jobs; 
unemployment compensation."^ 
4.125 3^ State Department of Labor and 



(b) 



-(c) 



(d) 
4 125.2 
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Industries processes industrial 
* claims; provides a rehabilitation 
4 center. 
-4.125.4 Private agencies 

(a) American Cancer Society — trans- 
\ . • portation to^ medical appointments * 
for cancer patients; patient educa- 
tion services; sick ropm equipment, ^ 
hoiiriy nursing services. 
, (b) American Red Cross—^hort-term 
emergency assistance for sei^ce- 
men and assistance to, victims of 
natural disasters and fires; services 
.to aged. 

(c) Easter Seals Society — provides ap- 
pliances, rehabilitation equipment, 
orthopedic shoes; Information and 
Referral SeMce. 
^ (d) Salvation Army Welfare Services 
Bureau meets many unmet commu- 
" nity needs, e.g., emergency assist- 
ance for food, lodging, medicine, 
. . counseling. ' 

(e) St. Vincenfde Paul — social serv- 
ices section provides emergency * 
a^istance and counseling. j 

(f) Jewish Family Service — provides 
lunittd financial assistance and 
counseling. 

(g) Volunteer service's organized by 
' church groups — provide transpor- 
tation for medical appointments, 
emergency assistance. | 

(h) Service clubs and fraternal organi- 
$ zations may* provide help in spe- 
cific situatioi^s. ^ . 

(i) Crisis agencies — local groups to 
provide- crisis assistance and re-' 
ferral. 

4:125.5 Counseling resources 

(a) Family Counseling Service, as well 
as churcb affiliated agencies (Cath- 
olic, Jewish, Lutheran, Unitarian, 
etc.). Check telephone directory 
"yellow pages" under '^Social Serv- 
ices." Fee based on ability to pay. 

(b) Community mental health clinics. 
p F|ps baaed on ability to paj^. ' 

• <c) "Counselors — personal problems" 
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is a* listing in the telephone di- 
rectory. Social woYkers^ and psy- 
, - 'c'hologists in private practice are 

included. ' 

(d) Division of Public Assistance 'pro- 
vides some counseling scrvicft 

^ ' through Family Services, A;iult 
N Services, CPS (Children's Protec- 
tive Services^. , 

(e) HoSpital social workers and''chap- 
. lains 

(f) Counseling with Vocational Reha- 
bilitation and Servicesu^r the 
Blind ^ 

(g) . Legal Aid and Lawyer Referral 
' Service (Bar Association). 

w (h) Schools — principals, counselors, 
teachers, psychologists, nurses and 
\ social workers 

(i) Red Cross provide^ counseling for 
r servicemen and their familiei; aged, 
(j) Lay groups — Alcoholic^ Anony- 
ipous. Weight Watchers, Planned 
Parenthood, smoJceVs clinics, pre- 
natal classes, drug rehabilitation 
^ ^oups, etc. 

4.125.6 Other local resources 

Migrant health, Indian Health 
- Service, National Health Services 

Corps, Regional Medical ^Pro- 
gram' projects, etc. 
4.126 Referral resources 
^ Consultants ' - 

Medical Center 

Special itsources: * regional com- 
prehensive Tiealth planning agen- 
, cies should have files oa available 
resources for special problems^ 
such as blindnesSj'speech and hear- 
ing problems, mental retardation, 
renal failure, muscular dystrophy, 
congenital disorders, leukemia. 
• 4.127 Medical emergency re;wu"ces — fc'e- 
men, police, rescue agencies, milirary 
4.128 Nursmg, rehabilitation facilities^ 
4,13 Beneficial and harmful influences upon 
heal til, illness and medical care in the com- 
munity, demographic characteristics > (em^ 
' ploym^t, age, race, income} and environmen- 
tal hazards (pollution, industrial hazards}. 
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4.14 ^ Elements of Hospital Organization and Rela* 
^ tionships 

4.141 T|ipartite system of hospital govern- 
ance: righte'and obligations of board 
of trustees, medical'stafl, Jiospital 
ministVation. ' ' 

4.142 Staff by-Ia\^ Selection and approval 
• , , procedures, ' qualifications^' restric- 

•tions. 

4.143 Key personnel: administrator, board 
. of trustees, 'medical staff officers, 

business manager, director of nursing 
services, laboratory director. 

4.15 Elements of Organization of Skilled Nursfig 
Facilities 

4.151 Ownership: individual, p^artnership, 
proprietary corporation, non-profit 
corporation 

4.152 Nursing, home governance: adminis- 
trator, board of trustees (except in 
incjividual or * partnership-owned, 
nursing homes), director of nursing 
services, medical review board. 

4.153 By-laws governing operation of facili- 
ties — administrative and patient^ care 

^ • pDlic*ies. 

4.154 4 Key personnel: ^4niinistrator,^board 

of trustees (where applicable), busi- 
» ness manager in large facilities, direc- 
tor of nursing services, social worl^er. 

4.155 Physicians' services required: admis- 
sion to skilled nursing or rehabilita- 
tive care only upon recpftimenSation 

*of physiciaft' and- patient remains 
under care of- a physip ian: Medicaf 
findings and orders must be made 
available*to the facility prior to or at 
the tinie of. admission. Patient infor- 
mation includes current medical 
status,, diagnoses, rehabilitation po- 
tential; summary of courses of prior 
treatments and orders for immediate 
care of patient. Patient^s total pro- 
gram of care to be reviewea and re- 
^ vised by attending physician at least 

r once every 30 days; 

4.16 Orfionized Medicine tn ihe^ommunity 
4.161 Medical societies — local. State, National 



4.17 Cdmmtmify comnutni^ion network and dis* 
aster plans 

4i SKIiXS * 

4.21 The assessment of one's own expectation 
from the community and the^ ability to 
choose suitable living arrangements and 
lifestyle. ^ 
* 4.22 Integration of practice into the commu- 
V* nity to improve health care and satisfy 
'.personal goals. 

4.23 Effective relationships with other health 
r^urces in the community. 

4.24 Influence in a community for in^prove- 
meiTt of health care and of related pro- 
cesses. 

4,3. ATTITUDES 

4.31 The assumption of responsibility for pro- 
viding health care in^a community. ^ 
" 4.32' Acceptance of the.coihmunity's lifestyle 
-^and the role of the family physician in the 
community, 

4,33, The understanding of community re- 
sources as an integral part of the health 
care system; cooperation is essentisfl in a 
^ joint effort to maintain the health of the 
commuhity,jprevent disease, and care for 
problems. 

lf\ sumn:\yy, we have found that our ihitial at- 
tempts to codify the knowledge, skills, and attitudes 
of the family physician have yielded rewards in vir- 
tually every aspect of our educational effort. Though 
much refinemeniji^d frequent changes need tg be 
carried out, thP^oint statement of objectives pro- 
vides an openness of purpose and a commonality 
, upon which .to organize the educational effort. 
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APPENDOC I 



Funfly Mediciae Resident JPerfomance Evaluation ? 

The following items are excerpted' from the three-page questionnaire filled out 
bjrall full-time faccdly members for each resident quarterly. The rating scale i*' 
specified on the questionnaire and space for comment is provided. 

PART I BASIC SCIENCE SKILLS AND ATTITUDES^ 
APPROACH TO PROBLEMS 

PART n CLINICAL SCIENCE 

* A. Clinical Science Kno\yledge 

Understands principles of clinical physiology and pathology 
Demonstrates knowledge of common and otherwise important diseases 
Demonstrates knowledge of clinical behavioral science (human develop^.t 
ment, behavioral disorders, psychiatric disorders, psychiatric interven-*^ 
tion, psychosomatics) ^ 
•^Demonstrates^ Knowledge of clinical th&Faf>eutics 



Demonstrates knowledge of preventive morftThie ^oacepts of epideniiology, 
evaluation of recommendations fpf^etectio^^nd intervention) 
B. Clinical Science Skills ' 



Demonstrates skill in guicling patients through health care system (appro- 
prialtj referral to other healjh resources, maintenance of communica- 
tion, cooTdination of care) I 
Demonstrates ability to implement an appropriate health maintenance 
. . program for patients 
Cr^ Clinical Science Attitudes 
^ Sets realistic goals in management of patient problems 

-•' Majntains an altitude that help should be attemptedfor all patients 

Takes a broad view fphysiological, behavioral, social) of patient problems 
Shares responsibility for solving patient problems with the patient, includ- 
^ ing adequate patient educatK)n 
Maintains a preventive attitude 

PART III PRACTICE MANAGEMENT 

A. Practice Management Knowledge 

Demonstrates^understandingof the training, roles, competencies and effect 
on practice of non-M.D. office personnel * . 
*B« Practice Management Skills 

Demonstrates skill in management of clinical records (use of P.O.M.R., 
dictation .filing and retrieval, transfer of'^nformation to consultants, 
hospitals, etc.) 



■Constructed by Micf^cl J. Gordon, Ph D. 



32/ Prevention in PrUnary Care , 



C. Practice Monagemet^ Attitudes 

Shares respcmsibiliti« appropriately among co-workers 
Emphasizes f oUoW-up and continuity of care 
Appropriately allocates personal and professional time 
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George Thomson 




My^^rsii comment on Dr. Pak^r's paper — 1 wish 
I had saidTlhat! Let me quickly pve an encapsulated 
summa0^^ I see irMecads^H| didn^t see it right I 
reeiffg to.Ihe w^ong^ijig. My summary of 
\is thdt the objecS^es are in the field of 
, skills and ^titudes. Then: (a) set tl 
*^(b) *give tli# .experience, (c) jdentify 
those ^|f4si me{, '('d) recycle to* ensure objective ob- 
tain€;d,.and ffe) reevaluate to ensure all have ^u"c- 

Th«e goals ar'e important and the systpm efficient. 

WifeK ^ system is^ absent, real problems, \yill arise. ^ 

.p|> njy Canadian Licensure Examination, IWaced 

^ just pve questions on internal medicine — ^ne jrfSs ' 

about gout. I^miist have; missed all lectures on*OTU. , . . t i j i * 

.wf jfJ-" aoecellent emphasis on knowledge, and why to 
I had ifever seen^ patient with gout. I found nothmg ^„ _ S.^X^.. ,,.^.,1. . 

in my four years of class no»s on gout. I *had never 
learned .anything ab^;|^gou^' That was at onc^ a 
tragedy for me and a potential travesty on thje public 
whkhvlkWQu!|i serve. Baker^s system would probably 
^' have prevented-this tragedy ahdJtraVesty, ^ 

However, I am left with th^ hiajor concerns, for^ 
which I t\|ed .HELP! These concerns are: (I ), Learn- 
ing of a system^ddineates concepts; (2)'Attitudmal " 
dir|£tion has NCXn.becn meti^^(32 CJijfnitive facts 
ma^fiot be tefteyant (i.e., competency-based objec- 
tives are based Vn^he avssumption that the goal is 
agreed" upon but A "agreement may not be true or 
correct,, e.g^ remember, in 1950 t^||Leertificd^s an 
'oljMKKd^, m^dlFipetehcy-basdfl'^^ctive was to 
gilHk) rngapi pi^thyls^ilbesfrol daily to a patient* . 
v^ith^Iireatyi^^d^^bol-tionO 



XEAANING OF.A 

corrc^FTS , 



This is not bkd. Learning/^f a system, a protQCi 



anjkorithm, a\standard workup, a' health mai 
naiiSe p 



Jure 
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procedure is -good. But lear^iing^ such a pro- 
prescribes thoi^ht. ^ » 



8 British Medical Journal, it 
^ that llie trouble with /Women ' * *; ^ 
is that they too closely Jj^low ^ 
the dict^es of their pi-ofes^ofs. That is, it vvas felt 
- that wotfien were easily trained but '^ould not j^jui * 
educated. (Forgive the Niictorian .errpr* ^^otI^^ 
women.) . " * . * '* 

Do you consider youi;selves as being well 'traine^^ ' 
or do ^o\x believe you are well educatefl? As a 
trained' person, you know tfiat b follows a. As an - 
educated person, yoti know why b -follows a. T(t g 
,paraphr^ Micha^l^Shimkin (197.1^: ' 

In war as- in m^icine, tfxe well trained say "Can'' do.'' 
Thtf well educated asks, ' ShoSHd we do?" While- we 
nqed both good Iraiijing and goed educafton, the |^ 
compelieticy-based objectives by Dr. Baker seejrf to 
^*Qmphasize the training. The Imajor^ questions to be * 
• solved '\n the prop6^ed progi;am are the Sackettrlike 
questions on evaluation of screening procedures 
^ ($Mett; 1972).* * • 

WV> ATTITUDE DIRECTION ' ' y 
JUS NOT BEP^ET j i 

Through competency-based objectives, there is an * 

ac-- 

cumtilate it. After all, one leJrns best und^r iSie pres- 
sure of. moderate anxiety— and if you don*t learn 
this, you flunkl Skilly is \h^tiS when you recognize 
iU'iiX for right-(^anded peoplt^;the right h^lTTSi is dom- 
inant. But, has there been iin effective pcd|gogical 
toofdevelopcd which teaches attitudes? 

What. IS attitude'^ Frt)m the American Heritage 
D^tumaryy that Dirty Dictionary which defines, all 
the four letter words ydu might have wondered abo\it^ 
**A State of mfrnl or feeling with .regard Xo so 
matter.", Your attitude, then, is a- state of mind which 
focuses your tfioughts and ^affejts your b^avior. 

(Til apologize^ in- advance. I g(jf out of the service 
aiid started^Medid^ Schoohthe next day in* Canada. 
^ Mar^y of my classmates w^re ex-pDots And artillery 
officers. H. L, Mencken saj^ for four letter words 
look to C(inadian troopers Nfpapolitan boatsmen. 
My attitude toward four leUer words changed in that 
, environment and my behavior njay reflect it. So, what 
the hcU^ let's talk about teaching oi^attitucfes.) • 

To iefl me a new attitude, it ^as to^^lwi^: (u) A 
practical size 1 can carry in^ my head, not ifr^te^li^ 
(b) I can easily, see it does some gHod, (c) uTis 
something so bclitiVable I can use it ^ay"or nighf,^ (d) 



•J7 - 



56 



4^ 



^ ii/Preventidn in Primary Care 

, When 1 use it', it works, (e) It will h^lp nie help 

• other^, ^ 

In'attitude teaching in Preventive Medicine^ Baker 
his tended to follovr Hilleboe's (1.965) model pf: 
' (a) Prevention' of Occurrence (b) Prevention of 

• Pfegression (e) Patient Education. 

• r propose that Thomson's 3X3 probleni-solving 
matrix is easier Ho 4ise. My model is not r^ejv, only 
*in its daHy application to clinical- problem solving. It 
is a combination of the Epidemiologic l^O^^l of 
Host, Agent, Envirqnment, and the three levels of 
V^ventlon: Primary, Secondary, TeYtiary. 
^ The advaittages are: (I)* it provides an easy 
\ formula to remember; (2) it requires consideration to 
fill in or reject filling in, (3) it provides a manage- 
^ rtient toofto- patient problem solving; (4) it can be 
applied to all clinical problems; and (5) its constant 



use develops a "preventive attitude/* See example in 
Table 1. 



COGNITIVE FACTS MAY NOT BE RELEVANT 

We may well question some of our experiences. Is 
there a valfie in cloiiWPap smears? Kinlen and Doll . 
(1973) just finished doing a rehasl^of the data in 
British Columbia. It again raises the question of what 
happens as the result of doing all th^seT^-ap srneai's. 
It has increased the number of hysterectomie5 done 
in British Columbia but has it affected deaths frop 
carcinoma of the cervix? 

Multiphasic screening raises another question. 
Whefi you consider that there is a calculated five 
pefcent>false positive errop for each test and you do 
an SMA-16, you are getting almos^to the poi^t 



JABLE h Prevention Matrix prepared-tor a problem ota 75->ear-old wojii3!r\<Uli.a fracture of the wrist. 



nair\<ltfa 



— ^ - - 



ftOST 



AGENT' 



Maiotain' nutrition and vigor jn all No appropriate preventive 
tkjerly ' ^ ' measures found 



ENVIRONMENT ^ 

Promote senior citizon centers to. 
encourage physical activity ajitf 
better nutrition ^ 



Ppmary 
Preventive 
Measures 



Warij patient of brittle bones and Wear nt>n-skid shoes 

prone t^falf . ' 'Decrease \^elght if over\^eight 



Teach to fall correctly 



Promote beiler lighting, smoother 
,walkwa>s \Nhich patient migh^ 
use 



'Weaf wrist band^ when walking 
■orf ice 

Hqrmone supplements 

^ V . 

X r.jy aH sprains ** 

C arefull^ select anesthesia 



No appropriate preventive 
mcaMices found 



Secondary 
. Preventive 
pleasures 



Provide transportation for injured 
Insure trained personnel available 
for care 



^\is( in ciKk'Up position, mobili/c RtMin^vable protective splints 
ejirly, keep fingers active / after^c^st reitioved, to be 

, ^ worri 1^ da>tjme 



( heck for irritation f|t)ni cast, 
allcigy to plaster, filnncss of 
fit 



Tertiary 
Preventive 
MclT^i^ 



AcUve and re^ist*ince 
fmgers and elbow 



rcises for Patient protected fi;oin falling 
again ^\ 



Complete Medicare reports 

Atlequatc facility nnd appoint- 
ment for rehabilitation, trans- 
portation, payment of costs 



Ph>ijrain*of better, health mainle- No appioprialc pfcveniive 
nJancc to pi;^;venl recurrence measures found ^ 



hdi/ialc fatniiy and^ or^ursipg 
home personnel about incrcavc'd 
risk for recurrence of accident 
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TAU^E 2* Abbreviated Statemebt ^f. Criteria for Prc^ams 
of Mtiltiphadc Screening (after Sackett's Com- 
mittee Report to >^PHA, 196^) 

I. Screening must lead to an improvement in end resufts 
'among those in whom early diiignosis is achieved ™ 

a) Therapy is effective. ^ ^ % 

b) Diagnostic confirmaticm is available , 

c) Compiiance by ayymptoroatic patiems can - be 
achieved, ^ * * / 

d) Long term benefits 40 patients will outueigh 'detri- 
mental effects to those kibeled "diseased'i^er "at high 
ri^k/* ' 

e) Effectiveness of each con^ponent is proved before- 
»beirtg added to a multiphasic system> 

II. The cost-benefit and cost-effectiveness characteristrcs of 
the program of screening and long.- term therapy must 
be known* .^^^s^ * % 

a) The frequency and^verity of the dl^ase .^afrants 
an action to detect it 

b) The effectiveness of a screening test should rcUttc tc? 
the population screened 

c) The probable level of use of the information hy^ihe* 
' screened popujation should be known 

d) The mix of screening tests should be appropriate for 
the target popul^ition. 



where — think of%it this way. wail uniii ihcy ^ci lhar 
new machine. SMA-2 1 ' 

This reniinds me c|Miy falhcr-iu-law*s experience 
^ Among his many us^fcnveniionsjjjhad one which 
'excelled. He de^ignejR low cost- hllle tool whfch^ 
* looked like a pair of pliers. With it you could c.isily 
replit the buttons on shoes. It was ready for marl^ct 
ju$t as they quit making high button shoes. 

These experiences suggest a need to develop a- set 
of criteria to assess what we are doing And. gcnt'c- 
men#lhis-is why I am here My hidden agenciajs ta 
get you to help me develop a set i)f criteria for what 
we are doing. I had hoped'this conference could at 
least deduce these. For the Sectioo of Epidemiology 
of the American Public Health Association (APHA). 
David Sackptt prepared some criteria for the 

field of screening for early diagnosis. (See abbreH- 
ated statement in Table 2 J But. is early diagnosis 
the only level* of prevention in Primary Care*' Is 
early diagnosis the only thing we do%\Vhat about 
developing criteria for asscssnfcnt of all levaAof 
prevention? 



A. Primary Prevention: 

If Health Promotion and Education 
Keep out of drafts, drink ycrurp^'untf juice, wear 
galoshes, briish your teeth *t\V'ice a day. and sec 
your dentist twice a year This type of irducaiion 



w^s describ^ by qne of my* residents as l'giving,t 
the benefit of your best guess." 
2. Specific Protection ' - * ^ « 

Get vour T<;tanus and Dhphtherla shots so yjou 
won t-die, BiH neither has an effect on creating ' 
a herd immunity. Polio vaccine probably does. 
But where does herd jmmurtity fit in our criteria 
for specific protection? ' ' * • . * • 
B.' Secondary Prevention:' . 

1. Early diagnosis is a goixl thing. In Softie in- 
stances it only Helps ynu worry |^ng^ about.^ 
yoi^r disease, but at leasc ^ouj tf^oxy what you 
'are suffering from. That is one possible contlu- 

sion you can dra\y from the dala that Hfe expect 
tancy after age ten hifi not been' prolonged in 
the past 20 years. . 

2. Management of patients to le^^en -the se- 
verity of their compkcation'is fine. But, if long- 
term sterdids smd immunosuppressants are not', 
(decreased, wej'li kill'ourselves with^superinfec- 

• tions or old faVhioned T,.B. ^ 
C Tertiary Prevention. ' 

1 Rchabilit^ation — is it always^good? Let's get 
^ some criteria which will help 'ns evaluate pos^- 
j operative remedial exercise for a meta\jatic hip 
^ fracture in a 75-y&ar-old woman with cmphy- 
' sema Let us look at this^'^from a cost/benefit 

^ sfandpomt as well as a caring standpoint. * 
^ ' 2 Terminal Car^— I don't know if any of' you 
h«ve, read my descriptions of primary, secon- 
■ dary and^tei:tiary prevention. I always add con- 
siderate terminal care to the tertiary level Look 
at criteria in reference to this because it may be 
that here IS where we can get the greatest payoff 
' of anything in tte field of'prevention. When we 
pnevtnt problem.s for a five-year-old child, in 
adjusting to having lost his grandmother, the 
effects of hw that is done may last 70 years (or 
that ciild. ^ V . ^ 

At this ppint I am going U\ ask a question How 
many of these '*good things '* will emanate from pco- 
fcss(^ of preventive medicine and how many of 
tbcm are actually going to be coming from the pri- 
mary physician in his day-io-day care of patients'^ It 
seems that our responsibility as teachers of preven- 
tive medicine is to teach preventive medicin^) in a 
primary care 'clinical setting and we might find it 
more effective. * ' 
i I will collide with the following. (1) Teach 
knowjjfgc ^^skills per Baker's paper. I tl^ink it i5» 
excellent, (2) Gonsidcr a way to get some Jeep, in- 



•58 



4fi/Prevemion in Primary Care 
• ' # * • 
gmined s^tiludes of prevention into all students — 
whether thejubc primary care.type^or not; (3) Let 
the experts gathered here develop a se>»of critcite on 
how t0 evaluate what is relevant^The primary physi- 
cian wants this help — and he isn't^gettlng it. 
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. AfcWHINNEY: That was a very theughl- 
provoking presentation. HQ>^ever," when talking- to 
new resictents coniing into our- program, I'talk about 
these three or four .areas in a different brder. I put 
values and attitudes first for severaf reasons. First, 
because theyr are tht fundamental thing that we're 
trying to change. If we change the values and atti- 
tudes, then 'the teaching of appropriate skills, an^ 
knowledge will follow. Secondly, I thinlc the) 
more flurable because certairrfy the kno^i^tfge wi41 
turn, over every few years. Thirdl>vJ)«^se they are 
so much more difficult to teajb<Tn " f act, one can't 
teach values*and attitudej^^-Kany formal sense. This 
makes* the setting apd^^th* role ihodels absolutely 
vital. In other wojcdCif the values and attitudes that 
•we're trying to convey don t pervade the whole setting 
of education and £ire not practiced bv the teachers 
then we might as well not talk about tRm. 

Further reason why the setting is so im^Jft-tafUaJs 
that it's not until the student or resident confront*' 

^the problems that he's able to learn. how^ deal with 
them. It's so very diff^nt learning soSethmg m 
theory and thei^j^min'g' up a^amst a ^blem and 
looking f<y solutions to it: This is one of the^roblems 
we've encountered in teaching epidemiology to resi- 
dents. ^ ^ 

In relation* to skills, some arc uniquely stilted to 

•family practice. Among these are the tactical and 
st/ategic preventive medicine skills to be used by a 
family wlctilioiner, [Note: th6sc afe discussed m de- 

* tail in %r. McWhinney s paper in chapter 4 of this 
book.] ' i . * 

My last comment would be one'- of s^OQpathy or 
empathy with you in writing Magerian objectives 
because they becomd" less and less possible and mean- 
ingful as you go up the scale. When you're down in^ 
' the practical scales it*s easy. The more you get oa-to 
attitudes, >^lues, and philosophical levels, the more 
difficult an^ impossible it' becomes. I was comforted 
to read in • Silberman^s. Crisis m the Ciassrodm a 
critique of the Magerian approach to educational ob- 
jectives. Whfc it*s valuable as a discipline, I agree 



with Dr. Thomson's point that it may be very con- 
stricting. ' ¥ * * ^ . 

SCVTCHFiELD: Despite the limitations. of the* 
method, it's important for us to develop competency- ^ 
baseS behavioral objectives'in order To get any kind ' 
©f handle on the quality of our educational product. 
It is difticuU ta^fine the attitiidinal objectives, 
but all of us are aware of the experience, I'm sure, 
of having seen the family phyfiician who has effec- 
tively demonstrated that he 'has that attiHid^i which 
you regard as a preventive attitude. Aqd if^you can 
identify what it is that he did that l6d you to. know 
that he had that attitudiilhen you cancom 
put that into your behavipral-obJ^ctivesrThis argues 
for task analpisrof tfiemodel family physician with 
that pceverflive attitude. I would further support ef- 
fyts to establish Ntegeriap behavioral objectives be- 
cause the e;cercise producing tHose educational ob- 
jectives in and of itself allows the faculty to focus 

• their philosophic efforts towards the produCriwi of a 
common educational product — it makes JBjpaculty 
focus on what it is that they w^nt to co^^y to the 

» student. • ^ . 

FARLEY, I would like to fuVther reinforce the 
point that among competencies io be taught tlie prac-' 
titionerjs jhe attitude and •ability to be critical of 
wHit he is doing, tQ ask qucstion^saying, ^Thi's is the 

* way I do it now. but is if right*^" Maybe ten years 
Jrom now we ll change our whole sy^m of looking 

at cervical smears or»cxamming breasts or ^vhatcvcr. 
The practitioner needs an attituilc to adapt and con- 
tribute to such^chan^. This may be rehiforced by 
encouraging pYactitioners to "play a'Vcile^in develop- 
* ing data on which decision's rcga/d»ng such change 
iire based. 

S SMITH Pr. Farley poinjsr out that much of 
what we're bcing/taughr mighf,^be irrelevant m JO. 
1 5, 20 years, and that the practitioners should be pre* 
pared to change, ideas about what is right and what is 
wrong. One way to get thaf done is through the feed- 
back from one*s patient popoladdti 'Accordingly, you 
can t consider a family medicir^e 'resident to be com- 
petently trained unless the training h^included first- 
hand experience with consurpcf feeuDack ^nd con- 
^ ^um^r respoasibility for the d^nition of the •needs 
ancf for the planning and evaluation of the services 
rendered to meet those needs. This iiTipDrtant con^ 
V sidcration has been missing from th<? discussion s(T 
^far. . • • ' 

CHUISTIAN I have sgmc reservations dn- this 
^int It] my residency training we+ave worked with 
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consmrilf advisory groups and freqijently found that 
they dont have a. realistic approach to what is cost 
effective^ They want you to manage many more pa; 
lient3 than yourcarv, Th«y want you to create more 

* facilities than can. So my point would be thatif 
' you are 'going to, train residents to work with con- 

su0ier$» that you counsel them to assess ho.wwell m-., 
formed the coiisumers are regarding ho>v nnlCti medi- 
cine costs, whiat ser\'ic es are avai lable, effective, etc. 
— Part oi t^e resident's role;, infact, mlgnt be to assist " 
consumers in becoming- better informed. j 

PAYTON: I .would hke'^o pursue this further 
and suggest that in delineatingeducational objectives 
^.we ought (o begin with outcofnes of the health care 
system — getting people, physicians as wdl 'as con- 
K sumets^ to thin^ about what it is tfiat \ve woyld like 
to' have^ accomplished through this massif thulti- 
billion dollar effort that* we're putimg forth. This 
focus on the primacy of outcomes on the part of 
^aciitioners ought to create an attitude conducive to 
achieving the competencies J>r Baker has listed. ' 
Also, starting with outcomesi you will -speed'the- 
-learning process m medical school , I note that Df 
Balcer has listed ttnder knowledge, for example, 
'•PrevialeiTce; approximate, mcludmg populations at 
risk." NoW, I can remember njy patbologv textbook\ 
always hat;ng a little sectwn about *mdes gretitcrN 
• *-than females occurring in tj|yhjddeaide. etc . etc . 
^.but I couldn't understand \ipPTiiWn<>d Ui kno\v lhat 
-at that point.' Okay, if uc^ould fctai-t with the point 
'that we have outcomes \d achieve and one of th^^^ 
outcomes is the prevention o( illness. ma>bc-\ve cJti 
show students, both at the undergraduate and the 
postg^ajiuate training lc\|els. ^^h\ lhc\ need to rc;^tjm 
that piece of information Motivation' Get them Xo 
_ recognize that this is for Jhe benefit of their patients ^ 
On the matter of creatmg the corfimti'rfjty preven- 
,rfve attitude, 1 would like to Take us backbone step 
; from the discussion of training to a consideration of 
the attitudes we are starting v.ith*ifv students entering 
^ the medical fields To what extent do these entering 
attitudes determine the ultimate attitude of the "prac- 
' lilioncr'' I understand th-at an unu^uallv large pro- 
) porti(7n (approximately 50 percent) at the Univer^v 
^ of Washington Medical School elect to pursue the 
J '•f amily:Ph>sician Pathwav.** a curriculum which. 

in title at least. in}plies a philosophy verv different 
Wrom most of the txaining I, received in medjcal 
school. I am interested in what accounts for this Is 
'there something about the students thwt^are scleetecr 
Is there something additionally different about ihe 



sodal environmcMit there that sustains and supports 
this preference?^' ' ' h 

reasons why 



marl 
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B14KER There are- ihrec major 

students-fcgraduating 'trom- the University of 




fiington are heading fgr primary care, particu 
in 'rural areSfs. The first is the admissif)ns pro- 
ceC^^re which is in |jart the result of a Sfete school 
responding to a cle^r^ social need, at_least jn_jhe.^ 
Pacific Northwest.^ The admission, 
hardfor^udehts who are^oing to do that. If you ask 
me i|o^ the^ ]oo>c for them, I don't knowthe answer 
(It fe 4 stafjdard saw that is classic in senioc skits 
thatVo*!! canTget inlo the University of Washington's 
MedVal School unless you say, "I'm going to be a 
rural- familyi|oc in the Pacific Northwest.") 
Secondly, the modeling system has changed. Family 
Mediant, through tts .involvement in core curricu- 
lum, puts on threft hal(-days of the orientation week 
during which we j||t6duce the concepts of inter- 
personal communid^n 'We do it in small groups 
with physicians, mainl^ family docs that are on thd 
facu^tv. and these arcjthe first doctors the students 
see. The subspecjaiist is rto longer the' prime or sole ^ 
clinician model. Last^, there is- a* very successful 
curriculum advisory sy^tcm*for students who aie pre- ^ 
paring for primary cafe This Tncludes- ongoing con- 
tact vsi]h both academic and comrpunity -based < 
Ja^mily ph>-sicians" 

The curriculum forNhe path wa\ 'fits Whitehead's 
conceptual frame, bc|inr\ing with a romance phase 
the first year — commiinic^ig with patients, pro- 
ceeding to a precision phase during'lhe second year'' 

critically discussing pfeventiv^c medicine And others 

prim'ary cnre skills and' concepts in seminars and 
learning the -applicatUSn of specific skills m o^nsorl' 
with *i'practiang f4n)ib' physician, and concluding: 
with* a synthesis phase consisting of a six-week semi- 
naf clerkship in a -family practice in a rural com- 
munity * J V - 

\JOKE\ I question the imp^calffen that* basic 
values and" attitudes can be taught in medical educa- 
tion Basic attitudes and » values derive from the 
famjly and from earlier training and cultural cxpcn- 
enees All we can do m medical school is reinforce 
those attitudes which»^wC^ consider go(xl. 

S( LT( HFItlJ) .Wrong' Members of mv medi- 
^cal school class received a Multiphasic Personality 
^ Interview every* year for four year-w^'e got par^^ 
noid. lost our Tiumanitariamsm. goWuthoritari| 
lost our ^oclal conscienCT'. .ind hocame very diso^sl! ^ 
fo^'Used I hey cerldinly Uumged our altitude' ' ' ^ 
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* With the publicauon of the Milhs Report (Report 
of tfcc*" Citizens' Commission on Graduate Medical 
Education, 1966), the attention of the medical com- 
muri^fy was abruptly shifted from the comf^tmg 
scene of' leaping* a'dvances in basic JjwmedfcaF re- 
search to the disquieting spectacle of ^enous 
deficiencies in the health care deliVery «>sjem A 
major emphasis in Dr. MUlis' report was tjiat 'the 
system would function much morc^ ctiicien^N ^md 
^onomigally if each patient»had efccess to a Drimarv 
^ysician who would be responsible for advismg. 
coordinating, and supcrvismg the patient's rhedical 
care. Another national commission Nationijl Com- 
mission on Community Health Services. . 1 966 ) 
pointcd^out that the dircctK)n m medical education - 
.would need sortie* alteration if personal phy^cians 
were appear in anv number and be equipped io^ 
provide high quality -of care The Wriliird Report 
(Meeting the C'hallcngc of Famil> Practice/ 1966) 
enunciated the necessity of special trainmg for phy- ^ 
sicians who would both deliver primary tvpe^o/ car^r ' 

patients at easily accessible points of erjtr> into 
IhNncdical.care system, and be responsibleUor pro- 
* vidipg logical continpiiy and supervision 

During the sam(SYeftCs that these eommpttee re^ 
ports 'received national prominence, thp American 
^Academy of General Practice (hiter changed to 
AmcrlSIn^ Academy of Family Practice )^ v^orously 
advocated the concept of the family physician as' one. 
which would meet the need for comprehensive, con- 
tinuing care. The famiK' physician would be broadly 
knowledgeable in the Vnedicul disciplines mo^t useful 
to physicians of first contact— inti:rnal medicine, pe- 
diatrits,. .preventive medicii^ obstetrics, medical 
gynecology. oHice {ype surg:ery. and behavioral sei- 



elice. Since this type of ohysfcian would need an 
^amalgam of skills not c^pmarily foui)d in the prod- 
' any fisting residencies, new training pro- 
graijis would nave to be launched. In 1969, whenv 
the new field of family medicine received sf^ecialty 
status by virtue of the establishment of the Ameri- 
can Board of Family Pj;^clic^ there were oniy> a 
handful of residencies to trairt the new practitioners.^ 
Today, there are over 287 approved residencies,^ 
over 85 departments or divisions of family medicine 
in American medical schools, and several dozen in 
other countries. Concurrently, there was a great surge 
of activity among legislative and philanthropic 
bodies to provide essential, funds for the support oj 
these educatipr\al efforts, and a few of the traditional 
specialties, particularly pediatrics and itit^rnal medi- 
cine, began to rethink*and reevaluate. theiru^wn ap- 
proach to medical education at both graduate and 
undergraduate levels in light of expressed public 
opinion and changing priorities 

Out of this ferment the outline (#a new breed of 
physumn is gradually^ appearing — one jdedicated to 
bringing high quality of care to the ccinmon 'health 
problems encountered in daily living ©ne can then 
defiryNfor purp6ses of this paper, the jprimary care 
phy s^ian as one who- i 1 ) serves aspl^sician of fi^st 
Cf^ntact with;he patient and provides a/meops^of en- 
try in^) t'he health care system, (2) 'evaluates the 
patient's total health needs, provides personal medi- 
cal care withm one or more fields of medicine, and 
refers when Indicated to appropriate >)qurces of care 
while preserving the .(^ontmuity of his care.»(3) as- 
sumes responsibility fof the patients comprehensive 
and ciintinuous health care and acts, Iwherc appro- 
priate, as leader or ccwrdinatK of a tv'ara ^f ^health 
care providers. (4) iicce*t^esponsft)ility for the 
patient's total health care withi^the tphtext of (jis 
environment. , including the COTimiiiity an^ the 
family or comparable ^ocial unit (WEVN'. J 973) - 
While; the family physician, as primary care phyVi- 
cian -for thejamily. regards the heajtl? of the whole 
family —all ages apd both scxes~-;fs ulnder his aegis, 
at least on the' primary cafe lyel/'lll^/nhcr major 
deliverers of pnmai^y care — the interpist. the pcdfa; 
trteian. and the obstetrician — customarily place cer- 
tain limitations vCith regard to ajce or sex of their 
patients ' - • 

From sgeh a definition/ it is evident that tiic* in- 
sights and skjls of preventive medicine would be of 
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substantial impor^iance to the functioning of th^ pj'i- 
'mary care physician. Prcvejilive medicine, with its 
melding of social, economic, epidemiologfcal and 
^ * statistical sciences, is a discipline which can enable 
the new physician to affect the health of his patients 
hy^ identifying incipient disease, flagging high risk 
sit^uations, mobilijjing conrimunity resources, and by 
working with other professionals to reduce hazards 
.and remote barriers to good health. The responsi- 
bility for the harmonious integration of these some- 
what diverse elements with the curative and 
rehabilitative aspects of medicaLcare requires a 
"globa} view'* pn the physician's part. It also re-' 
quires a willingness to4r6rk closely with other physi- * 
dans, for no single physician can possibly possess 
^Jn the knowledge and skHls needed to solve the many 
▼ complex health problems itr his practice. *. 

What, then, are the competencies required of, the 
^ primary care ph>sician if he is td accomplish his 
task? Before addressing this question I must ac- 
knowledge my own bias and identify the limits of my 
comments./ First, the scope of this paper does not 
permit a detailed consideration of* all' of the com- 
petencies required, but rather calls for emphasis on 
. those competencies with {Preventive medicme con- 
tent: And, secondly, my," only formal teaching ex- 
perience has been with a trainmg program for 
f^tmily phVsicians and. therefore, my positions and 
staterrlei?!? must be seen in (hat hght 

PREVENTIVL MKDICINK COMPKTFNCIKS 

^ 1 will discuss the required preventive medicine 
compctencTies under four headings primary preven- 
tion, second^ry^ prevention, to include early disease 
delecliog^^-^aticni education, apd community medi- 
cine. ^ 

Primary Prevention 

The protection and presecvtilutn of his patient's 
health may be the* most important tasks pf ^he pri- 
mary physician. Yet. m terms of time ahd'cfloi't de- 
voted to their accomphshment. Ihey often receive 
scant atrentiofl^luring the average patient physician 
contact (Peterson et al . 19^.6. Bakec andiParnsh. 
1965). Whyjs this so' A partial answer undoubtc'dly 
lieVin the perceiviid expectaiioas of ttie patient, vvho^ 
usually presents himself to be restored to health, or 
to have his discomf<Kl reduced if curei^ not possible 
If'the physician sees ffis responsibility as hmited to 
respondmg'to the jm^fiediate. often self-limited crisis. 



There IS little lik^elihood that the patient*5 unartici^ 
lated needs \yill be^ met. Since crisis care is the 
antithesis of cqmprehensive and continuing care (al- 
though the managemeat of crisis ^falls within the 
purview of comprehensive care), the physician must 
have' an altitude which conveys the importance of 

prevention forThe^£alient (Blanchard, 1970). 
• It IS universally appreciated, I believe, that a few 
patients, mostly women and children, present them- 
selves fairly regularly for "check-ups" which are 
often directed more lowapd the detection pf early 

'disease than to identification of factors which con- 
stitute risks K) future health With frustrating fre- 
quency, no active disease process is detected 
Moreover, identified health hazards, such av obesity, 

' or abuse S alcohol or {obacco, are oft^n not suf- 
ficiently disturbing to the patient to motivate a 
change in his habits or lifestyle. 

In* addition to the difficult and delicatev task* of • 
arousing the .patient's concern about asymptbmatic 
health problems without* producing hypochondriasis, j 
the physician is aware that the effectiveness %f many ^ 
popukir approaches and techniques to prevent dis- ( 
sease or disability are unproven. The question. "Dpes ) 
prpventive ifie^icine really. workV" desprvcs study ^ 
and carefi^ testing under a variety of controlled ^t- \ 
uations Restrtts would be of g'reat value to the physi- ; 
cian when planning effective allocation of his time ^ 
and resources ^ ' ' 

For the' prototype of effective j)rimary prevention ^ 
-€l«lPii*.4innTtfnization against infectious 'disease — 
there^ is little question of its effectiveness The pn- ^ 
mary physjcian must be conversant with, the latest , 
recommendations in ^this area 'by the recognized , 

^national and public health advisory bodies (Worlt(7 
s Health Organization. 1960, 1961, 19710 He alsoj 
jieeds a system of practice which is designecyto as-.^ 

•H'^enodic updating of each patient's imniuniza-'J 
n status A description of one s>slcm will he found! 
later in this paper However, no s>stem can substitute' 
for the 'phvsician's positive attitud#tON\ ard preven--^ 
tion. whictj mav well be something^e brin^ >^Jth| 
him when entering the primary care j>eld rather tha^j 
something he aci^uires through' training- A small, 
study of incoming Family Medicine residents in? * 
The University of Rochester J^'amily Medicine PrcvJ ' 
gram showed that they had very positive attitudes^ 
taward preventive .aspects of 'medical care, (Se(> 
Appendix I. this chapter ) Furthermore, review of* 
the ollicc medical records from several graduates of 
the same program indicates that priniar\' prevention 
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is still regafded as an importanrpart of office prac- 
tice two or three years after completion of formal 
educaition. 

Compete^icy in primary prevention, then, encom- ♦ 
passes tbe^frawtsite knowledge, skills, and attitudes 
which wi^Rfable 'the primary physician to p^vent 
disease vmere possible, either through immyniz^hion 
against infectious disease, or thrpugh pitient educa- 
tion for patients exposed to identified health hazards. 



Secondary Prcventioii 

When* the doctor discovers the presence of disease 
in his. patient, his preventive medicine competency 
fliBsr extend to limiting the impact of the disease on 
the patient, hls^ family, and his community. Perhaps 
singly most important' aspect of secondary pre- 
vention is the timely^ employniejit of rehabilitation 
measures. Like immunization in primary prevention, 
there is little doubt that early steps .to preserve and 
re3tore the patient's abilities to function often dra- 
matically decre]ase the potential social and economic 
cost pf the illntss. ^^in, thq^critical, element is the 
doct^*s attitude tow'ard the patient and liis ilintss. To 
cite a comffion example, the patient ifecovering from 
a rc^nt myocardial^infarction may f(inction a great 
deal better when he returns t^work if he knows his 
fan)ily and employer are aware of the "gamccplan*' 
for his resumption of normal adtivitie^. The k^y per- 
son po minimize reentry shocks is tlie^rsonal physi- 
oan, It is incumbei^t upon the teachers- of primary 
care to stress that cifrativft skHls also are not enough 
to dp the comprehensive job required of the pfimary^ 
phyadan/ While it \% not necessary ihat the physician, 
carry out the rehabilitative program ffersonally, he is 
responsible for seein^tbat it is done, iind this implias 
a basic knowfedge'of rehabilitation as one of his 
competencies, ^ . *^ 

^Another aspect of secondary preyention involved 
the notioj) that« in many instances, ^ctbctibn of dis- 
ease in its asyhiglomalic state will be of definite 
benefit io the patifent. This aj^pcaling concept has 
been seriously challenged by several, (SacketU 1972; 
Siegel, 1966; Bou<iot and Weiss," ll973; Ahluwalis 
and Doll, 1968) who question the benefits derived 
from wl 
health 
disei 
part of 
justify thl 
answer, such 




e screeninfpprograms , and periodic 
tions. A rational approach t(tv early 
pn IS clearly caHed*fof, and should be 
mary physicigi's competencies To 
of screcnmg^pihould he prepared to 
questions^^^ls thj^. disease to be 
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screened occurring wift^uflgcient ffequency within 
the population at 'risk? Is it*^associated with signifi- 
cant mdrbidity? Will early detection benefit the pa- 
tient? Del the screening, tests available possess tile 
required (Jegree of sensitivity^ specificity, and repro- 
ducability? And does the patient understand what the 
testing proceduries may mean to him in terms^of cost 
and possible benefits? 

T^o make rational decisions in this area, the physi- 
cian needs much «more and better data than i§ cur- 
rently available, and he needs -a good grounding 
in the epidemiological principles invd^ved — two 
areas where departments of preventive medicine J 
yCould mal^e major contributions. ^ 

^^^^ 

Patient Education 

i 

One of the most popular b^|iefs hekkby laymen 
and physicians alike is the one whidn asserts that 
health education can be an effective method of im- 
proving the health of the individual or the (com- 
munity. The adherents seldom define < what they, 
mean by patient education. For our purposes, patient 
education means a deliberate effort on the part of 
the physician to modify a patient's behavior by in- 
forming him about health ha^^ards and* by recom- 
mending change. While this is a daily exercise for 
nearly everydne piracticing clinical medicine^ when, 

* caring for individual pati'ents with identified prob- 
lemSj the concept of education for cohorts of patients, 
or the practice as a whole, js seldom practiced. The 
primary physjcia^ must either learn to use techniques 

^ for educating groups of patients with identifiisd risks, ' 
of employ someone else to do the job, if he hopes to 

. change the health habits of considerable /lumbers of 
his patients. Education of inappropriate utilizers of 
medical care'has important implications for practice 
panage'ment Education of the whole practice may 

; influence important health decisions ^<^r .the com-'' 
munity — for example, fluoiidatiqn of water, identifi- 
cation of unmet health^needs, etc. 

* Communhy .Medicine 

One of the primary pljysician's tasks is to be able 
to mobilize and orchestrate the health resources in 
his patients' community. To use a sport analogy, the 
primary physician, like a godd quarterback, , docs rr t 
do everything or> every play, but he docs jcall the 
signals More and more agencies are being formed to 
meet the' heahh needs of certain types of patients. It 
is important for the physician to become familiar 
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with the kinds of assistance his paiients car>expec{ ^ 
from the health resources in his community so that he 
can make appropriate referrals. This/;ompetency can 
benaught in graduate .training programs which inter- 
face with the community at large as well as other 
medical disciplines, fie must be equipped through 
training and experience- to guide patients ^'tth multi- 
faceted problems which often involve whole families, 
cross cultural and pfofessional lines; and to tielp^the 
patient surmount numerous obstacles to obtain the 
assistance needed. 

Besides mobilizing health resources, many primary 
care physicians, by the very nature of .their work, 
vvill participate in conceiving, organizing and operat- 
ing community based health agencies Self-help or- 
ganizations, service clubs and similar health groups 
often need t|ie expertise of physicians. The area and 
degree to which the primary care physician- becoipes 
involved in community health problems will bs dc- 
' termined by personal interest as well as expertise. 
VSome will concentrate they energies in the area of 
'^direct care, ind merely use well the resources avail- 
able. More plan to helpHheir-communilies idetj^ify 
their health Problems and plan for rational' cKSngc. 
-For this lat(er group, training programs shoufd be 
flexi6le enoi^h to allow parallel development of skill 
in both clini)^al and community' medicine \ 
^In summary, the preventive m«44cinc compctcR- 
o^s should Enable the primary physician to identifv 
high xisk paiicnts mdividuall> and bv groups, to de- 
liver 'comprehcnsivx^ primary pr^entivc care through 
' . imtnunizalioVi. developmental guidance and availabil- 
ity as a kno>vlL'dgeatlc source c^f health inforxnatiorf, 
to limit the impact of disease through use of selected 
screening pi^occdurcs, earlv 'diagnosis, pronipv care 
and early rt^fiabililation. and lo ulih/e available com- 
munity resources 

Having plated the preventive medicine objectives 
for primary physicians, it remains for us lo examine 
the resources needed lo attain the t)bjeclives imd to 
describe how those resources can be combinc^d aiul 
" mtegrated, jnio an effective teaching/learning expe- 
rience, y . » . - 

' TEACHING RFSOLRCFS ^ 

It will b^ convenient to divide mto two pafls our 
consideration of the resources needed for the tcdching 
of preventive medicine eompeleneies lo phvMcians 
planning to (feliyer primary care Ihe fhsl part will 
'be devoteci to a deseriptibn of the structure or frames 



work for -a teaching program; the second, lo the 
process or .teaching method. 

The Structure 

Ihe structure of any^ teaching program provides 
the essential framework of boundaries and support 
for the teaching process. The str^JCturc^an be de- 
scribed under the headings of setting, record system, 
consumer group, and faculty, including relationships 
with other departments ^n the following discussion, 
I will use a Family Medicine Program as a proto- 
type because I am more familiar with programs in 
-that field than other primary care disciplimes. 

Settinii Consideration of the environment in 
which primary care is to be taught is of fundamental 
importance, for it establishes the proximity of teach- 
ing resources, the general direction and emphs^sis 
vvithin the program^ and it^ attractiveness to resi- 
dents. What are the necessary ekments which will 
facilitate the learning of preventive medicint in a 
family medicine residency? Rfrfiaps the most essen- 
tial element is association of the residency with a 
, supportive group ^of individuals 3nd institutions 
whit^have goals comparable to those of the rc5i^ 
dcjicy program. Th"c environment shouW be one in 
which leaching is at least as ifnportanl as service or 
research. There must he a community of teachers and 
students to generate \^othus^aslic pursuit of new 
knowledge and better applications of old knowledge. 
Without such a community, a residency %vill be 
hmited to voeationoi -training; and although it may* 
produce adequately ;trained physicians, it will have 
drfficulty attracting the most innovative and challeng- 
ing teachers and students 

The frequently raised question is where should a 
primary care residency be located, in a university or 
community hospital? Either^ setting is compatible 
with excellent perTormance providing (he essential 
ambience and* resources are present ^deally, the 
setting- should combine both the realistic, pragmatic 
leaching ground found i'Trgood>conimunily hospitals, 
with jhe comniunit^y "of learners and educational re- 
sources associated with university sellings 

For purposes of illustration, a- description of the 
setting for the University *of Rochester Family Medi- 
x:ine Program mav he useful The program i^ a joint 
.effort by the L'rfiversily's School of Metl^cine ■ and 
Deni»>>rry mnl Highland Hospital, a major teaching 
.alliliale A decision to locate the program at High- 



land, a community-ba^S^ hospital abbut two miles 
from the University Medical Center, was based on 
th,e university's recognition that the family physician 
would be caring for patients in the community and 
using community, rather than university-type, medi- 
CiU cijjlHrfdcilitks.upon graduation. There were also 
j>ractical considerations of space and financial under- 
writing, which Highland Hospital was able to pro- 
vide. This important 4fi^:ision was made in 1966 by 
an Advisory Cqmmittee corhposed of- chairmen of 
selected major cmttsjil departments at the University 
and their counterparts at Highland Hpspital, together 
with administrative representatives. From the begin- 
ning, the University recognized its fundamental re- 
sponsibility to make its analytical, planning, and,edu- 
cational skills available to the new prograih. At the 
same time, the committee did' not dictate either the 
form or the content of the QfiVF program. It tried to 
avoid the hazard of putting ne^^ wine in o!d wine 
skins. 

Rather than develop a new, free-standing and 
separate department of family medicine, the Univer- 
sity decided to create a divis^^n of family medicme 
which would be tfie^ joint responsibility of four uni- 
versity departments — medicine, pediatrics, pre- 
ventive medicine, and ^^chiatry. By this 
arrangement, ihi^disadvanta^ej of slightly dimmished 
autonomy and prestige of division status was offset 
by direct commitment of cacl? of the parent depart- 
iT^Spts to the success of the program. It was under- 
stood from the beginning that many of ^e reifdents' 
clinical skills wodd be acquired through inpatient 
rotations and, therefore, the ^traditional clinical de- 
partments would have major teaching responsibUi- 
ties. Family medicine was a'feb viewed by the fottr 
departments as a, field which^ contained many areas 
of mutual interest and the possibility of new forms 
of interdepartmental cooperation. At the undergrad- 
uate level, for example, joinft teachiM^ exercises in- 
, volving medicine, preventive n]edi(OTe, psychiatry, 
and family medicine have allowed students to ex- 
amine tfie impact of chronic di$ease upon the i^atient, 
his family, and the community. Although the Roches- 
ter program is primarily designed as a residency 
training program, undergraduate students froiXJ 
Rochester and elsewhere have successfully partici- 
pated in research and patient care aspect of the 
program. ^ 

One of the unique feature of residency training 
in family medicine is the nVodel practice unit. The 
Accreditation Commission Guidelines for Fanuly 
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Practice Residencies specifically states that the 
model practice unit sljould simulate, as closely as 
possible, the conditions of piivSie practice. The clear 
intent is to avoid tfie. crisis-centered operations 'of 
the hospital emergency room, or the disease-priented 
approach to the patient so common in hospital based 
specialty clinics. ^e selection "of a suitable sitejor 
the model practice unit is of crucial importance. Does 
^he site permit the unit to be part of the essential 
^'environment of learning" described earlier? Is the 
sue easily accessible to patients, students, and -fac- 
ulty? If the program depends heavily on inpatient 
services for teaching,- is the site convenient for the 
residents? Is the site of the unit- one which is ac- 
ceptable to the patients it hopes to serve, or is it 
burdened with old baggage — bus' 'station waiting . 
areas or .long subterranean passages through the * 
bowels of a hospital? And; finally, has sp^ce Ijeen 
provided for teaching and research as >yell as patient 
care? Several of ,these questions will -be considered 
in some detail because of their obvious implications 
for community and preventive medicine departments. 

^ Careful consideratioji and selection of the patient , 
population is„crucial. If one intends to attract some 
middW^^ upper class patients, the mc^del practice 
unit should be locatedTTvith their expectations and 
cToncerns in mind. By the same token, it one recog- 
nizes the importance of incIuding^ lower socio- 
economic groups in thp training prograjp^tfthojoca- 
tion should be near public transpqrtationXAn ^ 
early decisipn at RochdsterVaj to develop a teacf^ng 
practice population wit)i demographic characteristics 
mirroring, as far as possible, Rochester as a' whole. 
In this way, we planned td provide residents with 
the experience df^caring for families from the various 
cultural, ethnic, social, and economic ^backgrounds 
repre^eated in .our city. We wished to avoid the 
overwhelming experience,o^ assuming comprehensive 
care for large numbers of multi-problem,, disadvan- 
taged families. Suco^ss in achieving ^'this goal is 
reflected in Jable L Hammond and Kern (1959.) 
pointed out several J^ears ago that it fB difficult to 
maintain enthusiasm for preventive medicine among 
students who are caring only for patients whose needs 
and demands are sharply focused^ on the present. 
While ouf location, adjacent to a comm'uoity hospital 
in a multi-class neighborhood, did noX provide easy • 
Access to the inner ci|y population, many caqfTe any- 
way, thercj)y demonstrating strong motivation to 
obtain ''middle c^ass'' medical care. Had access to 
the inner c?ity been easy, wc. could have been over- 
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TABLE 1. Sodo-EcoBomk Class Distribations of Monroe 
CottBty and Family PrSctkc Populations 
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100.0 
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^ Based on 1970 Census, U.S., Department of Cornmcrces 
Social *and Economic Statistics Admintstcation. and Fwe- 
part Composite S.E.S, Jndex by Wagenfcld & Willie, "Calcu- 
latioii of Socio-Economic Areas of Rochester and Monroe 
Coumy,*Ncw York" Rochester, 1966. 
(S.E.S. 1 is. the highest and S.E S V is the lowest.) 



whelmed by the demands for crisis care. Certainly 
more ime, money, ^tnd personnel would have been . 
diverted to out-reach, community type services. 

Preventive medicine can bring it^ epidemiological 
and st^istical skills into the family practice unit to 
demonstrate the usefulness 6i its discipline for the 
practicing physician. The model practice unifis a 
research model as well as an example 'of one method 
of health care deliv^^^. One of the competencies ex- 
pected in the primary care physician is an ability to, 
collect and analyze data abou^his practice. He mi\st 
actu'an^ be able to use the data to answer questions 
im'pdrtUnt to him if he is tp carry research tools with 
him into practice. In the*press%)f residency training, 
with the many demands on the residents tim&, the 
accessi))ility.of data, whether in a morbidity kidex or 
a^ patient's record, ofte^j determines its usefulness. 
And tl^ same is true in practice. * 

Many of these 9onsiderations determined the lo- 
cation! and the* model practice unit. The 
University of Rochester* Unit occupies one floor in 
a professional building, adjacent to Highland Hos- 
pital, ^ 30Q-bed community hospital. Separate park* 
ing areas, entrance and elevators serve the building- 
Other private physicians occupy offices on adjacent 
floors. The mod^l practice unit is connected iy a 
corridor to the hospital. Sihce most of the resiaents* 
inpaticJnt service time is at Highland, trjivcl time i8^ 
less tt)an if the nfiodel practice unit were located^ 
elsewhere. Having ones office within a few steps* of ' 
hospitalized patients mak<s the care of both bed and 



ambulatory patients much easier. The adjacent hos- 
pital also provides, convenient access* to many con- 

"^sultative services* and % educational resources. The 
proximity of the hospital and the intimate relaiiori- 
^hip between program and hospital staff provides 
the residents with opportunity to work with other 
professionals in solving problems of mutual concern. 

The physical structure of the model practice Axnii. 
should facilitate. the team, apt}roach to patient cgfe. 
Some oT'the basic requiremeiits are centralljrWcat^ 
medical records, easily accessible to all teams; suf- 
ficient number of conference 1 rooms which can 
double as teaching and demonstration aceas; office 
jpcjce for* on-site associates Jike physician assistants 
or soclal^workers; a laboratory for routine oftice 
tests and easily accessible diagnostic radiologic fa- 
cilities. Even the patient waiting ar^a desarves care-. 

. ful planning. Not pnly should it convey a. warm, re- 
laxed arid comfortable impressibn^^but it should also 
have a p^ay areaJor (Mdren and educational area 
for adults. 

So faf, we have considered the environment and 
location I in which ^primary care rft^y be taught effec- 
tively. Tne next part of the. structure is the group>of 
peopi? ^Sembled to carry out the tasks of the pro- 
gram. J|st as the tasks of education, patient care 
and research are .interrelated and often overlap, 50 do 
the roles pf individual »taff meitbers, particularly 
faculty.' [The point at which the various members of 
.the staflShave the^greatesl degree of interaction, and 
where niost of the teaching within the mc^el practice 
imU occurs, in meeting patient needs. The needs 
may rcduire only a straightforward and relatively 
uncomplicated response on tfie part of one member 
of the health team, such as would be sufficient for ^n 
acute, ^If-limited illness. Or the patient and his 
family niay ne^d special assistance from sevbral st^ff 
member^— patients with combinations of social,* psy- 
chologic; and medical problems , arc obvious 
exampl( 

The includes faculty, residents, nurse prae- 
titionerj, nurses, health assistants, secrelanes, ad- 
ministrative assistan^^and laboratory personliel. Al- 
though residents are customarily thought of as bei(ig 
taught ^y the staff, i^ is moi:e rewarding to reg^ird 
them a$ ^lleagues inr a joim Enterprise, for then 
they ca^ function more copifortably and pr^Nrcti<^ely 
within ^ team setting. Virtually without wception, 
the resjdenls intend to practice their specialty in 
partnerships or groups rather than' as solo- practi- 
Ctioners.| Moreover, they, ipt^d to work with other 
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health care providers such as nurse practitioners, 
physician assistants, public heahh nurses, social 
' worfors, psycTiolOgists, pharmacists — in fact, every- 
'"'*bitil who can contribute to improving the patient's lot. 
The confept that the patient would benefit if more 
df his day-lf-day heakh care needs were provided 
by non-M»D/s is realtively new (ABied Health Per- 
sonnel; 1969). W^now see many prpgrams develop- 
ing'to train a variety of non-M.D. health care pro- 
viders (Smitlit 1970;, Bates, 1972). Most of these 
pi[ograms, as well as primary care training prograrjis 
for physicians, see their graduates working in a com- ^ 
plimentary way. From » teaching point of view, it 
will be important and perhaps essential that each 
discipline learrT'to work closely with the oihef IQ 
bring coherence to the medical care^^swne. For pre- 
ventive medicine, these developments present chal- 
lenging opportunities to help clarify roles by measur--' 
ing the impact of new health workers on the com' 
. munity, by evaluating*^^ and comparing diffecent ap- 
proaches to primary health care delivery* 
' Strange as it may sound at first, Wfe have orga- 
nized our teams around the secretary, as she repre- 
:sents a relatively fixed, accessible and familiar person 
for the pitient. The secretary schedules the appointr 
ments and does the other customary tasks expected 
of a doctor's secretary. In the model practice unit, 
however, she has several ^ part-time doctors (resi- 
dents) and a nurse practitioner on her team in addi- 
tion to a faculty member, who functions as the team's • 
leader.' When a^a\ient cannot be given an appro- 
priate appointment with *1iis doctor," the secretary 
schedules a visit with another member of her team. 
This j!)rocess both simulates, coverage arrangements 
common m private practice and limrts the sharing of 
care to a small group. The^ team meets as a group 
^very week to thrash out procedural problems, plan 
conferences, and clarify roles andjresponsibilities. 

Record System: If, one is to compare the ^itiills 
of health teams, whether they are within the same 
unit or in different units, one must have sets of com- 
parable data. If one plans to make rational. choices 
involving the operation of a practice, one needs 
informative data about the operation jon which to 
base the decisions. If a physician expects to *1ear;i 
from his practice, ' he must choose a metho^l of 
recording and retrieving important ddta about co- 
horts of patients so that he can review his manage- 
ment of groups of patients with similar problems* or 
ages, or geographic locations, or socio-economic 
status. And he miist be able to do these sorts of things 
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if he hopes to do more ijfm just respond to the 
complainfs of those^ho come to him» 

• Registry r Essential for the comparison* of popula- 
tions is standardization for age and sex, since the 
prevalence and pattern's of disease are strongly de- 
pendent upon those variables. Knowledge ^bout the 
age and ,scx distribution within a practice also per- 
mhs certain operational decisions to be made on a 
rational basis. For example, analysis of the age/sex 
data might support an impression that someone with 
appropriate skills for a specifK age group could be 
adequately employed. Such an impression would be ^ 
enhanced further if year-to-year comparison, dem- 
onstr^d consistei^ trends within the practice. 

The establishment of an Agie/Se> Registry is a 
simple matter at the beginning of^Tpractice, and its 
maifitenance requires a minimum qf time, skill and 
spa^e. In 'an established practice, construction of a 
registry is a nxore formidable task. 

'^he registi>y can consist of plain 23^ by 3V2 inch 
cards on which the individual patient's name, birth 
' dat?, ^nd census tract or other identifying informa-* 
' tion Ls entered. Color c<^tled file^cards specially de- 
sigijed for a' registry have been developed by The 
Ro|al College of General PractitionefC and contain 

* conyeniently.arranged space for recording addi^fional 
dati if desired, and caji be "notched" ^r needle 
sorting (EimerL 1969). By convention, red cards 
are used (6t females, blue c^rds for males. Once en- 
tries are made, Itiie card^are filed by year of birth • 
and sex, Thijs, all male/ (blue cards) born in 1972 
will be grouped together adjacent to the group of 

^ females (redfards) born ih the same year. Within 
eaqh color ^ouping, t1ie cards are arranged alpha- 
betically. Thifs, at a glance, with simple counting, . 
one can obtaiQ a profile o^ the practice. 

In order to make the re^stry reflect the current 
patient care; popu^tion as clearly as possible, peri- 
odic updating of the registry is essential. To facilitate 
removal off patients' cards who are probably no 
fonger using tne firactice, a colorid tab is placed oaa 
conspicuoufM edge 6f the folder jiolding tlje patient's 
metrical re<y)rd the first time the patient contacts the 
practice irvthe current calendar *year. A different 
colored* tab ^fs used for caOh subsequent year. If the 

• medical records are filed on open shelves, it is an 
easy task to identify folders of patients who have not 
contacted the practice, a44> to then remove their 

'^jjfcrds fromjthe registry." The usefulness of the data 
derived fvdm this*- method of identifying patients 
within a pipWce needs to be levied, and constitutes 
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Oftc of the iRitrah "areas '^ere* the iexpertise'^ of 
epidenaiologists "and^ biostatisticiatis catn^*^ im* 
meosdy helpful. ' 

Another profile of "a practice population cjvn be 
obtained by grouping* ^edical record folders on open 
shelves actording.to ^ographic'areas^served by^ the 
practice, if the are^s can-be characterized in»sodal 



nosta; index is a ^ systematic grouping of patipnts 
uq||pr an arbitrarily limited nuniftcr of rubrics whicj^ 
were selected tt) reflect tyf^of disease and prob^ 
lems conflRSnl)j encountered in primary care settin^^. 
Because pnlblems, symptoms, and other ill-defined 
staters are incfudod among the rubrics-, the index, is, 
in ^c^'l^- morbidity index. Jlcadcrs iritercsted jji a 
^M-ms, additional profiled ntay be ob-^ , detailed description of diagnostic in^X (or **E'' 
3imiple7 certain social and ec^omic Book) should consult, papers * by Eimerl ^1969), ^ 

Froom ( 197^, and Met(<alfe ( 1 972 ) . I wish to focus * 
on ^ome of the ways'such a collQCtipn of pertinent 
morbidity dataVaj^be usedt#teach pr<iventive n^edi- 



an^ economic 
tain^^.^-For 

ch^racteAtics are kRown ^but tfie census 



cts in 



our area, and the relatively, d^se- population makes 
use of census tract filing practical. ^ In less dense 
areas, other geographical divisions such as school 
dis^ficts', postal zoties, or townships, *:an be «sed. 



cipe. 



Wh^ each resident either keeps his own index oi^ 



The'Selection of a particular method of filing Sho^Jd^^has a coriTputer printout available to*hini^e can 

m^^l^uickly review the* recognized morbidity within hi^ 



depend upon what use one intenck to make of 

• filing system dmi the costs involved.. The possibiH 
ties for usetui epidemiological studies are numerous 
One dould easily study the patterns of disease*as they' 

% ap)pear within t)ie practke, the difference in utiliza- 
tion rates, between different geographical areas, the 
prevalence of dfsease among, various social and eco- 
nomic grou^, the association of suspected-environ- 
m^ntal hazaids with^ the appearance 0f distesc, 

' , and "s^ forth^The^ close* correlayj^ of census tract 
divisif)ns with the age of the housing in' our area ^ 
enabled us to easily identify all households within 
our pr^Jhce at high risk' for leack poisoning/ Once, 
^dentifi'ed, the parents of chilaren aHiigh risk were* 
cc^tacted by letter and urged to come in for testing 
Of the 75 thiols identified, 40 responded^to our -ap-. 

• pealf and thS.recards of thex)thers were flagged. 

At first thought, geographic filiiig giay ^e^nf ^up; 
duly cumbersome. It does i^quir^ a i^s'ter locator 
file where all paticnts^are cross ,refcrc*cd with tb^' 

irxpencnec has 




geographic areas, vcr, our 

shown that reference tp the mas^r ! 
for tl)osc unfamiliar wiUi paa 
secretaries in our modal 
thorouglily associated indiyidu" 
tract numbers that they can usually go .tlirectly^ to the 
appropriate • section of^ the files and retrieve ihe 
record. (Each* team is res^pftsiblc; tor about 500^ 
families.) When one is faniiiiar "v^ilB rht location of 
individual census tracts, one can droTin iin overview^ 
of wher« the patients iiVe by viewing the open shelves* 
\MSth their cluster^ ^ /iistinctj^ely colored folders. ^ 

Diagn^c Index Another Impcjrtrnilj^lemcnt in 
our djfla collection- ^system #ith knpoftnnr Apphca- 
"tions iri theMeaching and prac t^ e^ Bi^^cntive medi- 
cine is the diagnostic indexy^inp^ stated, the diag- 



le is needed only 
t. Thc^/feo'team 
unitj/HCive so 
iii(^with census^ 



practice. With the minor addition of two modifiers 
to the three digit code for each problem onterecl in 
^ the Index, he can distinguish incidence ant] previj^gj ^ 
\ Icnce. As his practice experience 'grows, he ^an 
ifcrutinize cohorts of jJatients with accidents, poison- 
ings, acute rheumatic fever,' suicide, invasive carci- . 
noma of the cervix, and iron deficiency anemia, to 
; name just a lew. Review of his rases should stimulate «^ 
several 'questions: 'Could any of the^ij pr^lcjns be ' 
prevcn.ted"^ How does my practice corn pare with 
thoH. oib^uy .peers'^! Ani" ^overlooking important 
probfejrns, or arc they ni)t pPeseftt in*niy practtee^l 
wonder why i arnsecing so many HVZ diseases'^* Fs 
u, because I looker it. moi;c than others^ Why do 
mosi (*f tny p*Uients witKproblem AFiC ^ronic from 
one census trftct"' 

*^ Problem^Qneiited Medkql Record Since the ac- 
' curagy Of the entries in the dia^osti^ index is no 
better, than t^c dia|[|t)sfic acumen and coding, pre-" 
' cisioi\ of t^e physician rflaking those entncs;.anyAtC* ' 
analyzing tW data woujd .want to x^i^^min^the evi- 
dence which suppoJ^d the ^lagnosis. The only docu- , 
rpcnt contaming sufn- evidence is the paticntjs medi- 
cal record. We insist that^i logicaHy constjgdctcd ancl 
car^ully maint;«ned. medicah record is essential for 
efliciefll review We also believe that 'thc\ self- 
discipylffTcqyired contributes to better p;itiont care 
^^is^lducing unnecessary te^ts^, n}cdication eciut^^^Jm^ 
',overlooked problems. The foi-mnt we h^ive adapted is, 
based oi^ \^*d*s Pro>)lem-oWnte(5 Medical Record 
/^1969). NeWthe front of evcrv patient's record is a . 
distinctively colored page cofttaTt^ing^a lint of tRose 
healt-h proljlems judged to he of continuing' concern 
by thc\lt>ctor iic&icle eacl)*pr^^^^|jn^ appears a iliag-^ ' 
^no^tic code number and the dale when the cfiagnosis 
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was mai^le. The same code number appears beside a|l ' 
the 4octor's progre& notes relitiVe to%at problem. 
The probl^0 list serves- as a ^master key to anrock ^ 
the ilidence in th^ medical record for each problem, 
on thelfet. Moreover, if Vis teviewed at* each visit, 
as it should be, previously identified "high risks,"^ 
/ whicfe^are -torisid^red ta be problems just as wbrihy 
ot inclusrory« the list. as tbe presence of -serious 
'diseaiie, are brdtight to his^^jrtCtntion. 
^As a supplement laJjT master 'probl^i^isi and 
the titled and cod^-numbeTed prdgress notes: we have 
found flow charts, useful for displaying data in a 
compW ^d rapidly reviewable form. Two examples 
are p^culariy pertinent to primary preveoy^e 
^ medicine: An Imtnunization grid, which contains the 
*patient*s immunizatioa history* current Status and 
recommended procedure;, and. a ^eallb n^iiijenance 
• giid^suitcyrtb the patient's* age and sex, which shows 
tl5?examiiier when* certain screening tests and pro- 
^ *ere test done? Which member of the' health 
nsible for review and maintenance :of 
patieqt c\re. areas is'^a decision left to the teams." 

acqiUFiiig,,^skirs*ancl -knowieagis for 
g of .cji^opraphic and tliagnostic 
are physician needs a working 
tary statistical ^principles and 




I 
the 
data^' 
knowli 
m 



•pians jn^r area jolgpd*our data collection system. 
Ijar'rlijpie^li^hould be possible \o display for erfch 
ri^lpMlind pr^pticing physician a profile of the 
'l^biem^he has recognized and coded. Appropriate 
adjustments for. differing &ge, sex/ and socio- 
' ^economic factors within each practice should peunit > 
^^orlh>\hile<9pmpanrisons^.. Swch comparisons should * 
^^if) to. identify edupational defi^encies, problems in , 
practice ipanagement, or trends uTpractifie. - 

r All of these eletrtents of data collection and anajy.- 
Sis are integral and imp^ortant parts ofMjdU-fre- 
fefred to earlier as the stiuctiire of fantil^Kdicine'. 

^ith appropriate modifications, 1 believe nhey are ' 
useful in any primary care setting whiph intends to 
j)rom6te*both comprelTensive and contininng care. , 
Tiv our teaching, we have* placed considerable 'em- 
^phasTs on systems aiTd jorgani^ation because wc be- 

Heve modern health ,care demands k. We also believe 

that the thoughtful discipline required fo perfect and 
^^maintain the structure enhances the probability that.^ ♦ 
• the individual patient will' recei^f maximum benefit 

from his. encounter with hfs health care provider. 
The Consumer GrOup- With so much emphasi^ on * 

organization and systems, we are concerned that^the 
' structure may become so rigid or complex that legiti- ♦ 



ns.. He should be familiar with the prmci- 



mate patiept needs hlay be lost ih the "interstices. 
&aly?e this data and draw valid ^ One major approach tp monitof this potential prob- 
lem has been the development of" a consumw ad- 
visory #9up. This' has i>een accomplished primarily 
•throvgh the offices of a secial worker on thejaculty. 
A letrtllbf invitation was sent to the entire practice.. 
iSixty-cjght platients responded "(a Ifttle less than 1 
percent of those over age 24) to form, a consumer 
advisory group. They in 'turn elected a steering com- 
mit^e* for the purjgsc df securing dejWfopmerttal 



i^ nel 

,pl«r^Qf frc^quency distribution, population sampling* 
tesis of significance, and "the concepts of association 
and causality. For specific applicatiQn. in practical 
circumstances, he will probably need \h6 Assistance of 
e^p^rt statisticians and preventive medicine spccial- 
' ists. The statistician ol preventive medicine specialist 
will, in turi?^ find he can be more helpful if he has 



rposc 

a0tnd^ta^dingi)f clinical practice as it cxisfsjji ;i Jundijig. Olir^ hnmcOl^c^objcctives are^to f|5iiliarize 



primary care set{ing. 

One major. structural aspect)^ practice with which 

"^the combined efforts of prevcnUvc medicine and 
family medicinc/-primary care disciplines can ^"ic . 
ro grips is peer review. This is particularly fu^Vith; 
respect to development of a peer review process for 
ambulatory care. The participafftn of family medi- 
cine residents In the dev?lopment t^nd operations of ^ 
such a pt^css must be'corffidered a major structu^fal 
component of the resiliency: \f my l^ye years ex- 
perience' of teSfching family Medicing '^sicients is 
any indication, the typical resident is eager to com- 

• pareahe quality of care his patients receive with 
predetermined norms or with x)ther groups (Mctcalffc • 
and Mancii», 1972)> Recently, 28 practicing physi- 



the consumers with out program s 0bje<^fves,'particu- 
larly in areas other than direct pati^t care. The pj^- 
lication of a' ncwslcttdr 'is^'onfe stpf) in thajt direction. 
Another . immediate objective is to let the >e^- 
dcnts interact with patients ir^ a setting wherej^^rtl- 
lions/rom the patienis aV^^S appropriate and^sir- 
ablc as W$m the doctor. Long-range objectlveT are 
ve consumer representatives in m^ny areas of 
'policy, planning, operation, and evaluation of - the 
y Medicine Group, Possible prpjects in these 
vareas with implications for preventive me^jcine are 
sponsorship oflfcalth educmion classes, conductin^g 
qomnfUnity surveys, identifying unmet health care 
needs., It is our h0pe and expAtation that the value of 
direct consumer participation can,'bc demonstrated to 
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our residents and that they will incorporate the lesson 
learned into tHQii|own future practices. 

Faculty: *^Wj!o should *teach the primary care 
physician?" is a question that has been raised ij^ 
many quarters. If wii grant, as I believe we must^ thar 
the primary physitian must be superbly educated if 
he is to do a first class Job in a J>road and demanding 
field, then the quality of -tnis teacher should- be at 
least* equal to those o( any other disciplines. It is 
self^vident that^our medical education system, with 
its emphasis on subspecialty training, has not pro- 
duced an adequate numbed*! primary caje :i>l»ysi- 
ci^s with the requisite combination- of a^bility arfd 
motivation to teach what ii~icnown and to explore 
what is unknown in primary^care.*Tlie cause is ap- 
parent: youog physicians in university affiliated resi- 
dencies seldom have significant c6ptact with practic- 
ifig physiciansrto say nothing of full-time teachers of 
.siprtmary care: It will take time to develop a cadre of 
.teachers for the primary care discipline and it is in- 
evitable that many of the early graduates of the cur- 
rent primary car^ programs will Respond to that need 
for $:areer teachers and thereby temporarily reduce 
th^mpact of new ^programs on the supply of 
primary care physicians 

Since ther« is a jca^city of qualified- teachers, ijie 
new programs musT.look to the well-established tra- 
ditional disciplines for teachmg in specific areas. 
Using the model described by Milliard Jason *( 19701*, 
the traditional disciplines c^n provide component 
knowledge' arfa skills which when combined with the 
• developing*knowlcdge and skills peculiar to primary 
care can prod^Qce a new composite physician. With 
reference to preventive medif in'e, the nJtfds arl' cv 
dent. The primary physician's task^ wi^ll be *pr^ 
live as much as curative, the minimizing of the 
impact of di^^ase will not suftice. To accoffiplish^t'his 
task he needs t©^be able, tc/ define realistic obtainable 
^ objcctivo^in health core, to use epidemioioglcivl skills 
ip deteuuine both the dimensions of the tasks before 
him ai?& the effects of irjtervention. He also needs to 
be familiar wi(h^ community res<fiirces and how bes^ 
to mobilize them for his patient'si>enefit. These skms 
can provide one corfiponent When integrated with 
components from mternal medicine, pediatrics, be*- 
havioral science, and other selected ^is^jplines, these 
* '"s can produce an effective primary care physi- 
n. It Is generally accepted that this integration can 
ost appropriately and effectively take* place in a 

e with Its "real 

life' 



V setting simulating *^ont line practic 
lifp'' validity. ' * 



The necessity for validity extends beyond tj^'set- 
i ting in which the primary care skills are learCd, to 
the teachers who expound them. While it is essektial, 
I believe, to htjv^ appropriate role models for\ie 
resident, it is equally itnportant for teacher and resi- 
dent 1^0 understand *that the ultimate objective of the 
program is to produce pliysicians who-^re different 
from their teachers in many important way^. Inlhis 
respect,, p^artieularP^, primary care physicians should 
learn in programs where the teaching emphasis is 
educational, liather than vocational, in nature. The 
distinction is not just semantic, for the future primary 
physician (as defined at the beginr^g of this'papcr) 
will be recognizably cji^crent from most of those 
providing primary type care today. 

For example, the internist planning to functii^ as 
^ ii primary physician will need to have some ^asic 
knowledge and skill" in gynecology, in the fecognilion* 
pid managerrienr of emotionaLiliSE^ and in the 
principles and techniques of rehabilitation. Smce 
the^ areas afe not usually taught -by internists, they 
inust be learned from noninternists. The ^ame thing 
can be said for primary pediatricians, and most of 
all for the family^h^iQan, fhe m6st broadly trained 
of alL Of ne>cessity, therefore,' close cooperation be- 
tw(fen the seyer<il departments is essential 

One mechanism for prcftnoting a cooperative spirit 
is the joint multiple Ippointment system.' In this 
system, each faculty^ member among the. primary 
physician group receives an*" appointment in sister 
departments which have made their teaching respon- 
sibilities for primary physician residency programs. 
This administrative step legitimizes the working re-' 
latfonships. fosters m«ual support, and facilitates 
the exchange of ideas 
" With regapd to faculty, two additional questions 
must be answered. The first is — "What should the 
resident/faculty ratio b^^r these new programs'^" 
And the second is — "Can the' private praetitic)ner 
participate'^" The answer to jJk. first depends upon 
the extent »caciiers in tnrcirional disciplined are able 
fo help CLirry portions of the teaching load MiUis 
( 1971 ) recommends a nat4onal* average ralio of medi- 
cal students t« faculty of 21^ 1h 1, As yet. there is 
insuflicier>L experience with graduate progrimis foi; 
primary phy4ii(^ian<i to 'know what an average ratio 
' might be. *but there is accumulating evidence jtj^at 
educationjn ambulatory, settings is ijiore costly than 
p in an inpatient setting. The ratio of stiident*? to faculty 
m family medicine programs v;iries frorq 2 toM, to* 
JO to I A 5 to I ratit) appears satisfactory provid-' 



ing inpatient teaching is shafed with other jJeptrt- 
ments. The^ answer to the second' question. 
qualified "yes." The qualification ha^ nothing to d(J 
with the practising physician's fund of Jj^nowl^dgc or 

' motivation but rather ^rusmterpretatipn JgLJt^^; 

* teacher'sviasks jn gradusaPfredical educatioirT(^tW 
practitioner can comfortabV use the Socratic^or ^ 
heuristic approach, he will b^much more efToctiVe 
with the current graduate physicianfthan if ke^faUs' 
back on many of his own role models who t^de'd to 
be authoritarian and dogmatic. 

The Process 

Isx the preceding sections of this papeiT, we have 
considered various components of the setting in 
which Family Medicine Residents/ as. protofy pes of 
primary care physicians, learn preventive medicine. 
We have also described the competenc4es required in 
preventive medicine and the structure^ of a training 
program. We shall now look at the^ process by which , 
the resident acquires the attitudes, skdls, and knowl- 
edge needed to perform effectively.^* 

Selection: The's^T^CHon process, which is* a joint* 
effort involving resident^ and faculty, tnfes to select 
applicants whose career goaKare consonant Vilh^he 
g^als of the piPgram. Part of the process consists' of 
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, rotations, an ej^ample of a problem-oriented medical 
record, and Qther information regarding the pfpgranv 
' Although^rfhe resident spends eleven of his first 
twelve months on such inpatient services as medicine , 
(4 n:ionths), pediatrics (3 months), obstetric^^ (2 
months J^and surgery/emergency room (2 months), 
he returns to the ^lodcl pfcctice unit two half-iiays- 
*per week to care for' his ambulatory patients. The 
'.patients are assigned by families (or households) a§ 
the^ families request medical care mitil each ^rst 
year resident has approximately "50^ familic? in his 
**practice." The. resident records eacfi 'contact with* 
the family m that family i medical i|ecord,^d each 
contact IS reViewed by the residehtjs teany leader, a 
full-time, facuhy member. Comments on form, con- 
tent, and patient management aref returi\ed tcr the 
' resident; either orally or -in wriling Periodically, th.fe 
entire f^ecord is*aud^ted..f*Appendi;i JI,'tfiis chapter). 

Faculty have regularly schedijled times Mn the 
model practice unit when they are to .functjprt'fts 
.pceceptbrs of thc.resldents. Np pajfiqnts are schedule^! 
for the faculty member during |h6se hourv; He is 
available to all the residents for,^onsuUatlon and.Ve- 
- view in the unit at that time, (^rlt of tlje preccplor s 
objectives is^to help- the resfderlt view the pdticnt's 
immediate problem in the pontext of, the patient's 



rnlervjews withN'hre© members bf the Sel^cfion Com- ^sv>c make-up, his Voles in his family and 

mittec, who try to as$ess, rnnong other qw#lities. the#^ community. Often 'this^appr^bach uncovers /.arenas 
applicant's attitude toward pfimary car^i 



"in .general 



and family medicine in particular. We have- ^relied 
heavily on the impressions gathered from thcMitter- 
views in making our final choifts An.indicatioriHiat 
this selection process tends to brmg to the program 
residents with the desired attitudes cut) be scan m the 
results of an attitude test gwen on the da> the resi- , 

' dents begin training. The tesi inUrument con#ts of 
questions designed to assess attitudes toward con- 
cepts, positions, -aqd situations commonly encoun- 
tered in family practice. Several questions involved 
attitudes towar.d preventive medicine »and rehablli- 

- tation. There was close agreement among^ the resi- 
dents — closer, in- fact, than, among the' faculty^ 
(Appendix U this chapter) • ^ ^ , ^ 

Training: The residency begins with a four-day 
orientation period designed to let the r"&sident get 
acquainted with faculty and staff, to meet and inter- 
act with members of his team^\and to begT* to learn 
about our systems. Each resident receives •* ufN 
dated "Family Medicine House 'Dfficers Manual" 
containing descriptions of his res'ponsibilities, the 
roles of all personnel, the objectives of biJu inpatient 



where the rcsic^^nt can*fnitiatc i^ttion to limit ^the 
impact okthe p?bblem on others as Well as the pa- 
tient Both "the preceptor and the auditor can assess 
how effectively' thc^si^ent is using his time with the 
patient for healty%upveill^ncc, and recommend wa>s 
to improve his performance — Ny ^ 

During the resident's second and third year, he 
incr'eascs both the time spent in the mode! practice 
unit and his patient load as he decreases his' in- 
patient responsibilities. During these years, he c^n 
choose elcctives which expose him to health care 
problem^ within the ^argeo- community. Some elect 
'to wdri with school physicians and ps>chologisis. 
and some el^t to plan better ways for getting healt\i 
care* to special ^oups of*patients. Others^ work for 
shftrt periods in different settings, and ^till others take 
a year's Teavc of absence to obt^am .an advanced 
degree in community ipedifincf (Appendix III, Jhls 
chaptbr) The accommodation' of diverse intei;es!s m 
one progwm is- a tnbutc,yto the supportive elements 
m the program's environment '* 

During his third vear, the rcsidJnfreceivcs his first 
" intensive exposuro^to rehabilitation medicine Each 
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resident is required to complete a iwo-montti rota- h.is importa'ht for the resident to hgve- suiRcie/it 
tionon one oi the University's leachiftg rehabilitation^. tin^ and stimulation to undertake studl(*s Ai^ch 
services. Also duiring his^thifd year he acquires addi-' ' . « 

tional counscIin4>skiH^ duting a twb-mohttj rotation 
in ^mbulatory^ cfeychiairy.' 

^t must be emphasized that the resident is released 

two or' three half-days pit week fforti other services 

to care for patients*' during tire enfirc three 

yearr. He thereby has the opportunity tc^obserVe and 

care for fauplies over sir significant pferiod of time. 
*We believe /the knowledge and slcill gained as he 

helps fam^ies cope wit^ their problems will be very 

helpful hi l](isfpractvce. • - 

Conferences: Residents at aJMevels participaft in 

team conferences held weekly pr biweekly. Jhe pur- 

P9se of meeting as ^ team is to allow operf discus- 
sion am^ng all members regarding' roles* whin the 

team, ojjterational problems, and^searCh projects 
Each tean^is in tSrn rcsf)o^iblevfor cfioosii^f 

and presenting^he results of ^ a study to ih^ entire 

program t^o or three times a year at- a •weekly 

Fs^nily Medicirte Conference. Most of these sttldies 
^ require gatheijing arni analyzing data'from the prac- 
tice. The importance of a system which permits^ 

^fTijcient retrieval of data; is reinforced. A sample 

stMy dealt with the question" — ''Sci;eenin| fop Cervi- 
cal CanceFr—How Well Ape We Doing?" Thd tekm 
• 'presentiHg Ihis* subject 'fnirt reviewed .the l^er'a)lure 

and arbitrarily selected an. acccpiable standar^ of/ 

performance. Certain groups \\'ei;c^^ected.for studi^ 

the "patients in Sour [Tractice idn^tified (Age/Sex 

Registjj^), and'theii' recocds reviewed, ^he percent- , 

age of patifnfs.krfown to have received u Pap Tfst ■ 

withift tfie* specified Jime jnterval w^ ^etefmmed 

and comparcdYo^ the previously affc^tebpMasyin^, 



dard! Out bf this steiiiy.^hich showed that* only 63*. 
percent of ^r ^5 to 40 year old;ftmale patients had 
brfen SGfee'i^^J^jrifif the preceding jwo >ears. came 
recommendations for a simple n^ethod ot rerViinding 
jfatients when their next lest was* due. A. fojlow-up 
study is planned. ' \ 

- AnotUfer conference w'S^ devoted to considcraiftn^ 
pf whatlconstitutcd comfJrehensive prenatal care, an- 
other cniicalfy exammed wh?ch screenmg tests 
should be^^pccformed , on an asyni|xtomatic male 
*between-26 ^rtd ^O, and'how ofteji. Both, of these 
topics required ^ a literature search ''m aMition to 
analyzing dath, ffOm the practice And btnh* topics ' 
•p.aised a myriad of questions about cost /benefit re- 
'lationships for the patient,' many of wh^ could not. 
b^ answered because of insufh(;^nl data ^ » 
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have ' carry-ovef' ' value in his practice. And 
needs ready access to educational resources. 

The wealth of resources available to deyelopiag 
* programs is probalfly the overriding reason Xo pre- 
fer a university setting. Not only do universities trave 
schools, and^epartments representing allied fields, 
extensive* libraries with ready access to' instructional 
materials; but -many are located in areas* with a 
sufficiently dense population to sujSport a variety of 
public and private healt^ agencies. Sn a university 
setting, iht problem ms not so much where to find^ 
the resources as it is tamtibilize and coordinate 4hem 
effectively. ' ^ ^ 

What are the. educational resources needed in the 
model practicp unit^ the hospital, and m,lhe com- 
munjty? - ^ 

The unit should have its own, educational resour-ce^ 
''center consisting yoP a^ library, reference fiks, at\d 
self-instructional materials. The library should Con- 
tain carefully selec<ed reference wor.ks, periodicals 
pertinent to. primarj^care, -and adequate workii^g 
space so that the Reference works remain in •the li- 
brary In planning the, library, one must remember 
that it \% part* of a functioning model practice unit. 
Q^nly b^ks useful to the physicians in trainiqg should 
t^ iric^dled, if space is an import2^iN;jOnsi<ieration 
as it usually i«v Catalogmg and arranging the vol- 
umes according to subject will increase -the library's 
usefulness Where possible, the integration of the 
library with'^a iarge hospital or university library\:an 
facilitate the exchange. of educational materials Self- 
m'struchonal materials would include audio and^vi^-, 
'uaMapcSj ^selected pro^ramoll learnmg ^its, sli.djps 
and *projec4^<^hC r(;ference. fil9r wOuid contain ► 
arMcles ffpm current literature, position papers, pro- 
tocqUV^r whatever was ccfnsidered W be of immedi-^ 
ate practicaj value for' fhe *(^y*to-da> 'use of the 
residents. W<; have arranged*^ thejp fires according* 
to Tjie RoyaJ College of (j^yrM Pracutioners \lodi- 
fication^f The Internatioffl '.ClQSsiRcatiT)n of Dis- 
ease. a\. resotirce^ P^R^r * e'htitled t '*Comm'urtj^ 
Resources for- Prenatal Patients" would ,bc located 
m ••Section Xl--Pregnancy, Childbirth and Pue- 
pcfium.** Divisoifs within each section "are marked by 
the, same co*de fiun4>ers as'lhe diagno^itic • index. 
Thus, thejatpst recommendations from the ArhHrftan' 
Ac#idemy of Ecdia'trics or the U.S. Public Health 
Service on • immunizationji^ woulj^f .be found undA" 
Code No. ^^05, •'•f^fwphyiactrc Inebriation of Vac- 
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ci^tion'* in "Section XVMI— Supplernentjairy-Classi- 
fic^kion/' Since our residents are familiar uith the 
co^^>ecause they useJt daily to classify what they 
have seen or the reason for the patient's visit, Ihe 
' fhought associations have already been established. 
Within the unit, or coif^eniently adjacent shouldT>e 
suitably tquippcH, space for conferences and small 
group di&ciissidfrs. Probably/some of the most^ef- 
fective patient coun^ling and edutfhtion takts place 
''when'l>«ients participajf in small group work rather, 
than receive a lecture, or view a video-tape. There- 
fprc, ton{erenCe ^as should be convenient .for pa- 
^^ieots as well as for the staff.- ' 

An important potential comtminity resource is the 
neighborhood health center with its prieniation to- 
ward pr^iding he^ilth «are services for all persons 
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living 



certain area.'. Those centers which, 



mn^ c( 

operate undBfconsuraef bodies, use the health care 
. team a^roach,*flnd colfect data on morbidity and 
utilization^can -provide thd community-oriented pri- 
mary care physician Whh valuable 'learning experi- 

W:e. ' * ^ ^ 

^ Our experience with community-based healrti cen- 
ters has beer): increasing. In 1970, graduates of 
the R9chester Program jomed Westside Health Serv- 
ices/ a federally funded agency which plans separate 
incorporation this ypar. /fs a result of the expe/i- 

"ence with the two family physigans, the health cen- 
■^ter's boSrd acfted on recommen(;^a,tiong of its medical 
director to provide space, support, and funding for 
'qne first yeax resident to*estabhsh his base pra«ice 
at the center in 1973. This arrangement has proven 

. so satisfactory that thfc center ha^iarranged for two 

^'"first'^reaf;, six second-year residents, and additional 



kicacbttfg support for July, 1974. The health center 
payg a portion of the residents' salaries and educa- 
lional costs-. The tenter, which from the beginning 
had' adopted the family medicine, modcK including 
datU systems, regards the educational costs as*rn- 
•vestnients to attract well trained community-<)riented 
^ physicians. .For a program training primary' care 
* physiciahs, this affiliation strengthen^ the community 
medicine aspect of the teaching, it broadens and 
deepens our contacts with the.cortinninity, it allows' 
» close observation of grad^iates \tt ''front line situa- 
tions/' and It distribute^'some of the costs to those 
most Uk^\y to be benefited. -» / ^ 

♦ * ^ 

' COflCLUSJON 

Implicit ih this paper iS' my position that preven- 
tive medicine and the primary care disciplin^V^n 
and should be closely linked Each has a. great 
to^ffer. the othec^ Preventive medicine, which tends 
to Concern itself with health' problems arising from 
the enviroftflacnt aAl communal fiving, needs better 
access to data about the health problems'^.of indi- 
viduals and families. Primary care physicians, on 
Jhe other hand, need a more comprehensive under- 
standing of the communities in which their patients 
Ijve. H preventive medicine also provided the prn* 
mary'care physician Avitht^oprKible, useful tools in 
epidemiology, biostatistiCs, #id operations research, 
cooperative and joint effort s*in^many important areas 
of hqalthtarc research should be ope sigrfificihi 
result. Equally nfiportant s)iould be the professibnal 
sa/^istactions accruing to'the^racticing physicran and 
the health Benefits provided to the patient. 
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APPENDIX I K ' 



. ^ Response of Residents ^ and Faoitlty - 

to Selected ^ements in Attitudinal Survey 

6. ' medical practice- today, there are sufficient jgp^tialists so that a family 
•physician need not assume lofl]g term responsibility for patients with chronic 
illness." , * * 

•Agree . 

5mpletel\ ' , * For The Completely 

l^^gree | PisagFee yndecided Most Part Agree 



R(J1) F(3) R(6).F(1) R F R F R 

W • 1 - . ' • ' 

9. "In famlW practice, most pzrtients are not willing tp p^y for ^isease preven- 
tion or heaith maintenance," ' ' 

Strongly^. V ^ ^ _ . * Strongly 

t>isagree I Disagree Undecided Agree Agree 

ilUO) F(l) R(4y F{1) R{1) R F 

portant do you think it is foi* the famiJy doctor to be able to utilize 
ledical specialists (social; worker, psychologist) Jn his community?" 

Pretty > ' , .Pretty 

Utiimportant Unimportant Undecided Fmportant Important • 

. R ' 1^ F • R F R{1) F{2) R{16) F(2) 

**' . . ' ' 

27. **Health maintenance is neither as interesting nor as profitable as curative 
mfedicine for ihe physician," i - 

Definitely . . / - Etefinitely 

* , Not No Undecided / Yes ^Yes 

/ R{6) ^ ' R{6) F«3) -R{^4) F \R 'Fdl R(l) F 

*34, "Except k?r certain contagiou'f diseascs,^^^^pccific knowledge, pertammg to 
disease ^reventfon js so' fragfhtn|ary that a physi^i^n should limit his efforts 
to curative medicine" ' . ^ . * . ' * 

'^StrQngly . * ^trongly 

Disagree Dis^gBce Undecfded Agree ' Agree 

* ■ • . ' ^ 

^ , R(4) F{1) ' R{li5 F{2>4 R* F R> F{1) ' R - F ^ 



Restdentf enterirtg ?amily Wcdicmc ProgfdHi.- 
, "Full ymc Famjl^ Medicine Faculty. 
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Check List for ^adii of Family Medicine Records 



'Name of Patient: 



Name of Doctor: _ 
Name of Auditor: 



Date: 1 - 

Yes No Yes No Yes No 



;l. U the demographic data i^omplete'^ 

;2. Is there a properly coTistruded v 
complete Problem List*^ ^ 

3, Is the DatiBase complete? 

4. ^AVe the ^ic^gress Notes Problem- 

^ Oriented? , ^ 

• * 

5 Does the record clearly f^eal the causa, 
V , status, and future plans for each problem 

6. Was Health Maintenance reviewed and' 
^ , is it .current? . , 

7. Were the investigations of problems ^ 
1 lo^cal and appropriate? * . 

! 8. Was theP^py logical anfg&ppropriate'^ / 

9 Were "No-Shows" followed up*^ 

.10/' Was eVery symptom nbtec^jy the nurse 
picked up by tHe doctor? . 
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TiMHabIc for Introduction of Preventive 
and Conmmnity Medkine Concepts and Practices 



OrienUftion Period 



Block Time — % 
Family Practice Unit 



Block Time — 1. 
In-Patieht Services 



Block Time — 1. 
Emergency Department 2. 

3. 



FIRST YEAR 

Determining residents* background, v knowledge and 
attitudes 

Outlining available commuifity resources 
Overview of Preventive Medicine in program 

Audit of patient care records (see Appendil^II) 



«e ApF 
Dnrerem 



Thrice weekly patient oriented conferences where pn- 
mary and secondary prevention can be discussed 
Twice weekly topic oriented conferences ^lere screen- 
ing, outreach, journal reviews, etc., can be reviewed 

Rounding and bedside teaching by Family Medicine 
facult;^ provides opportunity to askV'Could this illness 
have beea prevented? What is being done to avoiJ 
cojnplications? Plans for rehabilitation? Iif^ct of 
illhess on family?" etc. ^ 

Accidetit and poisoning prevention 

Drug control ptogragis . ^ * 

Problems with medical care delivery system 



SECOND YEAR 

Block Time — 1 . Conferences — same format as First Year 

Family Prdctice Unit, 2. Peer review using patient records model practice 

Tihit ' ^ — — 

3. Vi^t community agencies . \ \ 



Block Tjme — 
In-Patient ^Services 



Review literature pertairK(ig to diseases seen m his 
patfcnts * ^ • * , 

Present Pteventive Medicine aspects of care at case 
confeij&nces/grand rounds, etc. 



•BIbck Time— " 1. 
Rehabilitation 



THlfiD.YEAR ^ 

■>* 

Intensive exposQre jto principles and practices of re- 
habilitalion medicine 



* Education l/i Family Practice/ 59 

Blociv'Time — ' 1» Participate in design and implementation of studies \ ^ 

Family Practice Unit ofi Family Practice patient population • 

2. Prepare up-date from literature on specific Preventive 

^ • ~ Medicine topics 

3» Participate in seminars on health care delivery, prac- 

, tice management, etc. . * ' 
• 4. Design ind 9arry out selected screemng programs * . 

5/ Participate in consumer eclucalion programs 
6. Participate in patient education programs and in- 
service education of staff 
' 7. Spend time with other models of health care delivery 
(Indian Health Service, British National Health' Serv- 
ice, etc.) ^ ' 

^ . ^ 8» Study effectiveness of health care delivery to selected 

~~ ' populations (immigrants, prisoners, welfare recip- 
ients, etc.) ^ 
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The preveiftive medicipe competencies and teach- 
ing resources presented by Dr. Treat in his^ discus- 
sion of the education of primary «are physicians 
delineate the common goals and potential resources 
of educators in this field. Although difl^nt methods 
and uaique settings guide .individual training pro- 
grams, one can readily identify with a fellow teacher 
of family and community medicine. The following 

* remarkft' will emphasize and expand on those princi- 
ples aftd techniques found Crucial by the Departinent 
of Family and Community Medicine of the Pennsyl- 
vania State University College of Medicine in pro- 
viding preventive medicine, input. ^ 

DETERMINANTS OF THE APPROACH 

~~The introduction of Dr. Treat's discussion de- 
scribes the impetus given to the current development 

• of educational programs tor the primary care physi- 
,.cian by various national study groups. The thrust 

y of these reports has been to encourage trainiog of a 
/ new, typie of primary physician who would be re- 
sponsible for advising, coordinating, and supeVvising 
' patients' medical cafe at points entry into the 
medical care system. This person would be a physi- 
cian who functions as a provider of primary care 
, and as ,a patient counselor and advocate- at the. 
patieqt-physician ifterface^bf the health care system' 
'This* interface develops at different points depending 
on the orientation of the patient -and the physician 
in dealing with the varlcJus disease processes. In- 
- creasing the rol^ ^ the^rimacy care physician in 
preventive activities implies in jnany instances shift- 
ing^of the patiem-physiciap interface to a time earlier 
inthc natural history of the various disease pgKesses. 
This of course is the area of primary prevention and 
earlyv secondary prevention (Leavell ^nd Clark, 
1965), 

An additional point emphasized in |he pap«r is 
that the primary physician is one wlio accepts respon- 
• sibility for a palient's total health care within the 



cpntext of his environment Eacluding the community 
and Xht family or cornparable social' unit. This im- 
plies that the new primary physician bears the re- 
sponsibility of being the personaP^public health 
officer for each patient and family unit under his 
care. It also implies a community respoh^bility of the 
primary physician heretofore delegated by default in 
many 9ases to the public health sector .'The point, is 
well taken by-Dfr-^eat that the new primary physi- 
cian will have to tdke a **global view" tp. provide 
such services and counsel to his patient. 

Consideration of preventive niedicine competen- 
cies under four categories: primary prevention; 
secondary prevention,' to include early disease de- 
tection; patient education; and community medicine 
provides a useful structure for delineating th|iTOre' 
of preVe^ivc medicine in the training of pnmary 
physicians. Care must be taken to create the attitude 
that prevention, diagnosis, and treatment do not 
exist as separate patient care -compartments. As 

^pointed out in Dr. Treat's paper, this leads to the 
tendency for check-ups to be directed towards the 
detection of early disease rather than modification of 
' risk factors to future health. AUhdi^gh the importance • 
of immunization against infectious diseate cannot be. 
questioned, emphasis on this important subject can 
allow the neglect of ether preventive approaches by 
the physician enabling him to rationalize that 
he is doing first-class prevention. The primary care 
physician as stressed in the paper must bear respon- 
sibility for the entire health situation./Each step 
taken should be justified as being a logical rational 
approach to increase the patient's survival as an in- 
dependent . person. The analogy of tl^e . primary 
ph>4sician as a good quarterback not iridependenlly 
performing all functions of each play^ but calling the 
sigBals also implies that the roles of th€^^^ious 
players be understood^ by \uin. , ^ 
In Dir. treat's discussion/of education of the pri- 
mary care physiciafl, tha* family medicine program 
is utilized as a prototypSflnasmuch as 1 am currently 
involved in devising a program to instill preventive 

' medicjne competence in. the family medicine resi- 
dents in the Department of Family and Community 
Medicine at the Milton\ Hershey^edical Cemer, I 
share Dr. Treat s familiarity with the programs in 

' the field of family medicine. * 

THE HMISHEY PROGRAM « ^ 

The description" 6f the Rdchestcfr Program pre- 
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'Septs a useful fraihework for 4i^cussing the -structure 
•of primary- care programs. Although ♦most con- 
cepts mentioned ha^^J||(l||j.*central to the develop- 
ment of the program with v*ich I am involved* 
their expression •has been shaped by the Hershey' 
situation and the processes employed. Reviewing the 
ft ershey. Program in terms of environment, site* facjlr 
ity, dat^i Systems, patient populatibn, and relation- 
ship wifh other departments is a useful method. 

The Setting ^ ' . * 

* TRe Hilton S. Hershey Medieal Center 'which 
includes a S'sb-bed hospital is situated atnhe western 
edge of .Hershey, 12 miles east of Hanisburg 
in' South Central Pennsylvania. Th^ town of Hershey 
and the surfSylldixig Derry' Township* are « -rural 
suburban settjpg. The^ Pennsylvania State University 
College. of*Medicine admitted its first class in Sep- 
tember 4967. 

The Department of Family and Community Medi- 
cine, organized in, 1967, was' the firSt clinical 

•department established. All departments are involved 
in vigorous development at this time. The Depart- 
ment, of Family^ and 'Coinmunity • Medicine has 
Worked 'to create iirterrelationships ^with* other , 
departmenls essential for a comprehensive progranfi- 
There are ,two model fan\ity practice centers, one 
\th the "Medical Renter and apotKeir located about 
500 yards from the Medical Center in. a. student 
•apartment ||uildiftg. In the future there will be a 
unified in«3el family practice center posseting all 
the. Characteristics menfioried by Dr. TreaJ. 

The Department proVides servjjjije to a large pro- 
portion of citizens of Hershey and the surroundings 
chvirons. Because this is predominantly a middle- 
income,- wotkirig class-po^ylation, steps ha>^ been' 
t^ken'lo -provide a more varied paticQt and cpm- 

.munity exposure to the residents. An affiliation has 
been ievialoped >vith the J4artiilton Health Center,' a 
neighborhood ^health ^ center ' in the lower-, 
socioeconpmic area of north Harrisbdrg, In addition, 
the Pennsylvania State University is in the pKKess 

, of developing ai-ural community health car^ delivery 
program at lyfillersburg, about 45 miles by road 
fiom tfie Medical Center. The Dcpartmeift of Family 

• and Community^, Mediciije is serving as the primary 
responsible department in tl]js effort. The teaching 
practice sites repr^lbnt'a *|pecirum of central Penti- 
sylvama primary care practic^settings and patiem 
populations. Full-time faculty supervision and com- 
^munity <:ontact is a central theme for^eacb setting. 



* The bepartment^ 

- 'i ^ . ' 

The Department is actively involved in the-trainifig 

of ifaraily medicine residents, medical students, and 
two types of new healtji professionals, 'the" Medex, 
the physician's assistant, and tRe Family ' Health 
Specialist, live Medex Program is similar to the pro- 
gram initially developed in the State of Washington 
(Smith! 1972). Tlie Family Health Specialist Pro- 
gram is a ^astcr's^Uegrefe nursing program being^^ 
developed in cooperation wit^ the School of Nursing 
of the Pennsylvania State Univc^ity. The Depart- 
ment is also involved in continuing education of 
family physicians on a statewide ^asis. '"^ 

The Team * •* ^ ^ 

^ The model family practice centers are structured 
to emphasize the team approach to patient care. The 
teamsMnclude first, secortd and thirc^^year residents 
and faculty -^yslcians. Medex and family health 
sj^cialist'' faculty and students are «also assigned to 
the teams. Nursing; technical and clerical pfe^sonnel* 
complete the teams. Residents are encouraged io 
work together with physicians' assistftts afnd other 
allied health personnel. Thi^ involves the scaring of 
roles in thd" care of the patient. The health care teams 
.are; not -rigidly structured; indeed considerable vari- 
ati;;^ exists rn. both personnel anrf experience levels 
represented. 

The function of the health care team should, be 
such that response^ is determined not by the avail- 
o^ability of physicians or other health eare personnel- 
but by the nature of the ^ituatn»n. In-order for the 

• team to function properiy, the patient must be di- 
^ rected'to the proper member qf Uie team to*maxt=^ 

mizc quality and continuity -of patient care 9nd 
, prpvide satisfaction. Copiprehensivc preventive med- 
ipine can.be 'practiced by the' primary physician, only 
If a rcA^sonaHfc degree of stability of relationships 
witfi patients^ is rTj.^niained. The team, concept en- 
ables this td^jli'ake place by providing' additional 
receptor sites for the patient to interface with the 
primary care delivery system.- This should tend to 
diminish the nonproddctive transfer by the pauent 
from one sofiree of G^jjjjl^to* another. By- means of 
weekly team meeiingj^the model family practice unit 
teams work towacd this^goal as an integral part ot^ 
learning to deliver primary care. - ' 

The Data System . / t . 

, As in ihcr Rochester Program a dtei system has 
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beeivjgploped m order to teach the resident the 
imponRce of considering patients as groups as well 

individiJals. Patients are registered in the system ' 
%y nsime, address, and sociiil security number. Also 
recorded are the aaarital status, religion, race, work 
status, sex, birth date, family sfatus, educational 
IcveU und number io the family. The geographical* 
ion of tlie patient is established by a residenc^ 
h locates an individual by eity, btJfough, 
or township if he resides in the practice area. Patients 
are ako identified by patient care team* and the 
. physician they consider responsible 'for the manage- 
ment of their care. Such data makes possible the^ 
grouping, of patients by single or multiple ^mo- 
graphic characterisQcs. A diagnostic index sPde- 
^bed by Df . Treat is used at Hershey to^ identify 

* problems dealt with at each patient encounter. Cod- 
ing iis d6ne'by a trained clerk' using a modification * 
of the RbyiJ'College of Generaf Pravtitioners Code. 
The coding is done directly from the medical record. 

• The ccxJing clerk also audits the adKer^ce of the 
record to the problem-oriented appr^oach compMjng 
an important feedback loop. 

The data system has. beeh developed in coopera- ' 
tion with the Lancaster General Hospital Department 
of Family and Community Medicine. Through the 
use of the same cbmpjater service and programs ^| 
benefits of the community hospital appfoach aiia 
Ihc university approach can be compared and con- 
^ trashed. The Farrtily and Community Medicine Resi- 
denoy Program '£^t Hershey considers development 
of further ties '.with community hpspital programs 
essential to its continued growth the growth of 
the programs in community hospitals. . 

A dat^a system to .enable* the physician to iearn 
from' his practice is vtry important (Supplement to 
Medical Care,'1973)\ The point made by pr.' Treat 
that tjie construction of- such^ a system in an estab- 
lished practice is a Tormidable task would be strongly 
suppdrted by an indivWual who hsTs^been involved 
in such an undertaki^ The primary physician tn 
training must learn,. that the health profile of the 
total practice population should be* considered 
equally with the health problems of the individual. , 
Eidi primary physician should^ have a variety of 
systems available to him during his training. The 
.Hershey ^Program offers both the manual and com- , 
' pUtcr optfons to. the resident physician. The avail- 
ability of a computef system with a coder has 
encouraged the residents to code for themselves. 
The coiftputer system Has stimulated their inte/est in 



becoming njore involved in.understanding the prolv 
lems of the^r practice populations and their effec- ^ 
tivbness in dealing with them. • 



The Prevenfive Environment 

f he contention that the ability to scrutinize groupj 
of patients and to compare the handling of particu^ 
problems among different providers in the same an] 
similar situations is important to the training* of a 
primary physician is correct. This enabled 'the pri- 
mary care physician to develop a working knowledge . 
of elementary statistical principles and methods 
through experience >vith the patients in fiis practice. 
Tfie teaching of -these concepts by a preventive 
medicine specialist qan be expedited, if he has a 
fffst hand' familikity ^with the primary care setting. 
0i\s is be^ accomplished by being an integral part*^ 
of the residency .training activities. By the same 
tol^rt, the primary care physiciag in training is most* 
likely to accept the importance of such concepts if 
he has had the opportunity to apply and test them as 
part of his primary care trailing. * 

The willingness of the family medicine resident 
to becoqji^ involved in apssessing l^is quality of care 
and thatjfc his .colleagues has been supported by 
vthe experience of thS author and Dr. Treat. Such 
involvement prdvides^another source of- feedback to 

^ilTPprove the quality of- the problem-oriented ap- 
proach iu<«medical care. This, involves describing a 
problenf^at its' appr^fiatc* level of definition at the 
particular time which is important if tiic r.esidentis 
going to learn preventive aspcfcts of care. Too often 
the recording of the patient'^ problem has been an 
all or ndrte phenomena. The threshold for physi- 
^ans' recp^ition has been> the exfltence of diseaA 
'the problem-orieimii approach has caused uie 
^imary and secondary portion the preven/ive 
s^ctrum to appear as a more significant part of the ^ 

""ffltdical tecords: All the .tools mentioned including 
'the master problem lists, titled^ and code numbered 

' progress notes; flow charts, immunization grids, and 
health maintenance grids are important components 
^of the problem-oriented recordUWcefl, 1969). 

Selectiotir 

n"* Selection of residents is a difficult task for any 
family medicine program. At Hershey as irt Roch- 
ester this is a joint eflort involving re^dcnts and 
.faculty. Applicants arc seen by alT feast two faculty 
members and one resident The interviews are ar- 
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ranged to ^ direct*, Candida t<|^ who "have specific 
interestjs to faculty and residents who share these 
interests* Althc^h attitudes towards primary care 
in general andTamily and^ commuiiity medidine in. 
particular afe important consjtierations, so^is the 
basiM^rsonality of the individual. The .canoidate's 
approach to people and his interpersonal skills are 
key. factor? in determining his pc^ntial- for the 
program and^amily iftedicine. %Physicians» who are^ 



interested in people have potential 
'medicine training. The^ wish to an-* 
roblems of their patients to minimiz^ 
Ithein health. . * ,i ^ • 



empathej 
Tor pr|ventiv 
tiqpate the 
the^pa<;t^ 

•« ' , , 

Training* - ** . ' ^ 

^ • - 

• Jhe * residency program i3 designed, to proyide 
core* experiences whilef alloKving a nuMfffTltlni of in- ^ 
diviltual flexibility Core rotations in the^first year 
' include two' months each of internal .medicine, 
- pfediatrics^- obsutrics and gynecology, surgery, and 
oifte morUh of cardiology. Responsibilities of fanfi]y 
and community medicine residents ar^i^^identjcal to 
peer residents of other specialties on these rotaftons. 
In the . second 'year, '-^Sore .r^tatioris include 'tWo / 
yppdicine at^he Han^IltonvJ 



resident conference is organized by the residents 
and directed by the chief residenf. The usual forjnat- 
is a resident presentation with a guest consultant. 
Thjs provide.^ an excellent format for*tiie introduc- 
tion of preventive and cornmtihity rhfedicine input 
work by the faculty with backgrourtd in the area 
and ]py representatives from the community. On^ 
resident, conference, per month is devoted to rejident 
infxul to Jthe progrjTm. This has' also served as a fac- 
ulty fori^m for. presentation of new ideps to the resi- 
dent group fqr^ consideration. A wce^y two-hour 
psychratry seminar is in the process of- being ^. 
implemented^ ^ r . ^ 



Community Contact 



months of inner city^ 



Health Cent^gl^nid two TnonUisJcii^tT^ of. it^atient 
psychiatry, , Emergency care* ^^^^^diairics m Her- 
shey. The third year program cef\tcrs7 around 1hfc> 
model family practice units ivith a poteiUi^^l (Tf six 
/months avaitablc for elcctives . * •* 

The first year rcsiden? assumes the dift?ct car| , * 
, responsibilities for approximaiely twenty families 
. within th^ontext of die, tA In additi^an to*Wbing 
^ assigped \mf a'day per \scck in rhe family^ practice 
- center throughx)ut Mhc >car, 'the first yqar resideiU 
spends a full month ^ilh the* team ' The second ydfer 
resident spends at least t\vo half \iays per ^V^^^'^Mhb 
• jrig with his. itam. The* third >-ear residenl^Siiring- 
his- six months model famjly' practice um (raining, • 
expaxids^Vs respOnsnbilitie&.m family care as a^em- . 
. ber of the .feSm. Beginning >vith the second year 
level,'* residont^i^c also in'wolved in partmental 
teaching, progr^m^ for medical -students^ fa^i>y 
••health,. specialists, and Medcx. Resource hbraricv 
^ and a department document and Curriculum --center , 
* provide .resources for both ific patie^ijt care ;and 

teaching rale. ^ ' , - ' 

.} The importance of confecences cannot under- 
stated^ %rhe Weekly team, confc«nce has already 
Wteri J^j^Otiohcd,. In addition a weekly two-hour 



, - €'ommunity ij^dicine ^d research electives cftrf 
be taken' to- pursue preventive nne'dicine, coriYm unity ^ 
i^ieSicine, and health care delivery interests stimu- 
lated. by involvenienV in the core residency prgcram. 
Experiences - ^uch as industrial Xmedicin^flrison 
*medicin^\ public * health agencies,* y^^jBnning, < 
agd canfihi unity' surveys are designe^^P^residents 
wanting mora Jntense expojure in ifhesa areas. In 
ma^iy- cases tm^, resident is al^ able to maintain his^ 
team role wbilf 'so engaged. 

j^The invojvemerrt of a consumer group )h ih€ 
family medicina program at Rochester is an* int^br- 
estmg and positive development. Consumers must 
fcic %bl^, to have significant .involvemenj| to maintain 
their mteresi, The^ demonstration of tErc value ^f di- 
rect consume!- participation is' an important lesson 
for the fJHysjcian being trained in primary care. If 
hcN*s going to be able to deal witf) his community * 
as ^ health care provider, he must be able to listen 
10 people from disciplines 'and situatifJhs far diflererit 
'than*his owrt. Ip.the Hcrshey spUing consumer ill- 
put il; most effectively mobilised in an unstructured 
fashion by the participation of jiatidnts in various. 
Aching activities particularly (#i the medical student)* 
level.* ^ince second and ih\r(\ year residents at|c ac- 
tively involved in these programs they must fope 
with their patients away from * the'^amiliar office 
.setting Additionally a different consumer type 
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demonstfiited to the^ resident durmg his rotaftoa 
the Hamilton Health Center. , • 

The.pcjsiiioR taken by Dr. Treat that preventive 
metiicinc and primary cgre cai; and^should be in- 
scparabty linked cah only" \>c enfpha^z^d by ex- 
panding on this premise. The artificial division that 
has existed between anticipatory fprcventive) med- 
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tcine and reactive (curative) medicine is no longer modification of fiealth care delivery systeHj^will 

acceptable. The ne>y primary physician should t)e be accompHsheU ^ ^ . 

equsdlytpricf&ted to prej^entioil as io\kaling with ' . . " * ' ^ 

• dkease. As a new health professional with roots in . , , / 
Both gpfieral practice and public heaUh, his train- ' " * — . 

^"ft|>pr^am must provide him with knowledge an& 
tc^hniq^ to function in this role. He needs an un-- 
ddrstanding of the processes by which a community 
dealsi' .ay a group with its health problems. A team 
- appfoach^-^p car^ is. required. The result is ah in- 
crease in the ability to deliver preveiij^ve'care,-iand 
an. increase la the ^exibility of the- practice allow- 
in4-the physician mqre .time to become involved in 
' a^ys^nd manlgerhent of the activity, ^tension 
of the %0cxice shoiiW be possible through the phy-^ ^ ^ 

^ sician and through ether members of the health care^^S"PP^^"^^"» *° Medical Care. Vol. II. Nq. 11^73. Sum 
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• Le^vell. 'HR. and EG Clark 1965. 

for the Doctor in His Gommumiy.^d edition, McGraw 
Hill Book CA}y pp. 1^28.'. . y 

Siryth. RA 1^72. Medex—Arf Opera tionnj and RcpU- 
cated Manpower Progiam; Increasing the' Dciivery of 
«Health.Servi^es/AmferJigfi^^ Health 5^: 1^63-65. 



t^aift, into ^ the community. T^e primary care, physi- 
c^gUj^ becomes an Jfctive participant . in Jiis 
IplRax^igunity role as a Aealth resource as weU 
as-^ me^^'al resowce, ' If prinlary care .>6sidency 
jprogr^d^' achieve^ this gosu, 4hen the proposed 
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INVITED DISCUSSION 



Gordon Hall 



patients .willing, to pr<;sent themselves to such an 
office for niediial care. 
' What do wc think we're doing? First^^jv^^rc getting 
the student In contact'wkh the patient, alid we think 
students choose medicine for thil^py^pose. in other 
words, they want to take, care, of people. Secondly, 
wc*Vc giving the student ^the chance to develop early 
those frustrations whicl^ take those 'in practice 4 
- ar years to learn how to handlt. These includ^e 
matt 'trtowledge in pre^iientive medicine, th^ opera- 
tion o| a health care system\ the usefulness o'f a 
l^public .heaftli* nurse, th^ method of getting, a pati^t 
to a hospital, and other frustrating situations. By in- 
froducing the physician ito the patient and keeping 



In comnfcnting on Dr.^rcat's paper and^he issue 
of j)rograms' for primary care training, I will briefly, 
relate the philosophy and structure of the program 
at the receally foiKided Rockford School of Medi- 
cine. I sha| be rejjrcsenting the ideas and work of 
Drs. Dave McGaw, R66€Ft Evans, and. others,^ as 
wjell as^n^y^PBy usin| existing heahh- facilities and 
manpower, ihe school is accomplishing its objective 
of pceparing clinical medicine practitioners. The 
pducation physicians should be and carTbe cost- 
effective-x-fuftding ef medical care education _ 
through re^bursement received,' for quality care. get preventive care\ ^ 
(Interestingly, this is'bfcoming political gospel!) Finely, wc want sVyJi 
Bob Evans (1973) has discussed the basis of these 
concepts at some^ length in various documents. % 



Students come to Rockford after I. year of basic 
medical sci^nCfcs at another medical school in Illi^ 
nois. They then spend 3 clinical years at Rock- 
ford. The'^cirrriculiim during the fibt T y^ars tsr-^ 
organized by systems taught in 4- to 8-w«ek blocks 
' by Those bc^t qualified to teach them. For instance, 
;the.G.I. tract ipight be taken by ^ couple of m- 
ternist*s, 'a surgeon, a pediatrician, aikl others' in- 
terested m that afea. .All such -faculty arc .drawn 
from the ranks of private practicing physicians. The 
teaching takes place primarily ^n the * phjrsifcians' 
©ffices. y . 

the last ye^ir is viewed as^ transition from medi- 
^caf school to residency. Dutinglhat >car and for two 
half-days^ a week/ol the- preceding 2 ' years, stu- 
,dents work directly with^ practicing p1i>sicians i^ 
/•their offices o^ in one of three community hospitals 
located in .the vicinity of the office practice. Practice 
offices involved in the program surround tjjie city of 
Rockford, covcrir^g the four points of the compass. 
Thre^^f ^ four sectors of the community had %o 
medical care wfvatsoevcr when our program ^tartefl 
Now, ^ the school ti^s opened' offices inNbuiWin^s 
.vacated by' physicians I run one of the ollice ^rac- 
ticcsf Our patient panel, if you will, is that grou^ of 



him irf contact .with thd patierjt, the physician de- 
velops^ what he consida^s important in prev^tive 
medicine. A student cai|not look at a patient with 
diabetic neuropathy, - m^alSFsal heads sticking out . 
qf the foot, and nofwon^er how the patient got that ^ 
in the first place. After spending ^months .cur- 
ing the patient, he's !not Agoing to let it happen ag^in. 
That patient and others with, similar illnesses wilit 

, _ ents to feel at ihef, crunch 

► level aboMt patien\ congern* In essence, our 
consumer* feedbactr is siAiple — if they don't4ike us' 
they s'hy away, and they don't pay.uf. Our, 'feeling 
is that a student wilt modify his behavior «arly in 
his traininj: if he gets such feedback. If he gets* good 
feelings from -hrs p«rt1ehts; ifi^e's ddmg somcthirtf 
right,^ hi|^'ally cares and will continue to care. ^ 

vycjirc attempting to do some of the things nitnl 
tioned by Dr. Treat, s^cifically, in the areas "of 
diagnostic coding and peer review experience. We 
code -all encounters, using the Royal College of'^ 
General Piractice system. These data are then ch% 
tered jnto a (toraputerVor ready retrieval. Its rele- 
vance^ the averdjb f^ily practiti^er is question-, 
able, however. The students are introSuced to peer 
-review through ^participatipn in S'aturday .morning 
conferences where theif charts and those of their 
physiciap mentors are reviewed accprdirtg tO' proto- 
col By the pme the students graduate, ftiey.>+fl as- ' 
sumc 'that' this js a healthy part' of medical practice. 
- Hopefully,, they, in turn, will ha^velhe interest to do 
as Bjorn and Cross (M97t)), and have outside ex- 
perts consult in evaluating their practice^. 

Clearly, our students'dp notxnjo^^e breadth^f 
innoyaCivc experiences dcj^ribed oy Dr.' T^^at iathe 
Rochester program— tKc health c^re team, elc. f 
don't know wBcther that is good X)r not. I dp know 
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that the small town physician or primaif care phy- ' . ' ^ 

r skdan generally does not enjo^ those adva^ntages. REFERclt'cfes 
Our program, by its nature, qjoestions -what mode^ 
should be constructed. 'Should it reflect that nirvana ^ ^ 
that we all hope for in the year 20t^,Vith thoiinulti- ' * 

discipline health care team, or should it reflect that Biorn,^jr and HD c rq^ss 1970 , The ProblcnvOnentcd 

f r ^ T u • • * * rt, I • ^ ' Privaie Practice of MeUrcine Chicago. Modern Kosbital 

Which the stuaent physician is most hkel^ to eh- Press" . . \« : • 

counter, when he returns 4o hi$ hometown to put iftto^fc ^ ^ - ^ ' . ^ w , J^' ^ 

u ^ u m I Jr. \\r V '.k^ Evans, RL. JG Pittman and RC I*etcrs 1973-. Thc^m- 

pracuce^what he has learned? •We have chosen the ^.^.^y.^.^d med.cal schoor-react.ons at ihe^nierface 

latter. If the Student C^a Survive un^thlj Sftuatl6n, ,bciw«en medK-al education and medical'^care N Engl J of 
learning primarily to rely on 4#s own ^yif^ and skills, Med#288(i4). 713-719^ . ^ \ 

hell be well-equipped to survive in Molincf Illinpis, 

or any of the otl^er towns of a few thdus^^ peo{)le? ^ . . ^ r- ' • 

whic^ are crying for physicians. # • 
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^base. out of. the*- 



PAY TON: The last description of the Rockford 
situatiOD reminds me thai I .W^**going to men-tjo9 
something about ptaclice ^ martagftpient knowledge 
Jpllowing Dr. Baker's presehtation .on* curriculum,. A 
necessary f^lor, economics of J^alth servfce de- 
^very/was omitted, light of ei^nomjc coftsidera- 
ti6o<r^na^fhe4eachm^ situatior^in^Jk^dd^jpri 

wling because of 'the weU-kn|wn difficult) in 
'^financing,' Hence delivering, any.^nd of preventive ^ 
services, put ofjtjj^ fee-far-serviC( 
' office-generated^ocome". 
^ ' Returning to the"t^yic-<)L,gre>^r1^ medicine and 
Dri Hall'l^mments about no id^^-ai^groach to the 
training situation, F. would s^y tj^t unlesl^wt^ can 
' demonstrate to suudents th^t ther&^is a p^ibly new 
and better wSy of doing things, they won t go into 
practice knowing hpw to imprt^e upon the old 
model. „ ' 

rd like td^havc a' psychologist;--avaiiable to ^do a 
jQ>0f Jhings with my patients to prepurc parents 
for child rearing, for e?cample; to. assist n^ in thf 
^'Valuation of emotional problcniS. ct cetera Yet. 
how afti I going to pay the of]\6c cxpcnsc*of thai 
psychologist when he*^ nor njimbursapblc . undo-r 
Blue Cross-Blue Shield'^ ' ^ 
4|. FARLEY For clarification. l>ould hke briefly to 
outline the financinf of \hc Rochester famiK hiedi-^, 
cine program, siiicc ^u?L»d*to be a d(Ktor'and' no^" I 
hunt for money to keep 'us gmng' For a Nearly buJgcl' 
.of roughly 5i5O0,0O0. 1 have to find-about S3()().0(K) 
- a year above' and beyond -what we generate from 

^e-for-'service practice (^200.000) ^md third partv ' 
' pVments ($300,000^) f^^ 4he^in-panent txirc Jhai 
the residents provide. i \ ^ • 

^ ABRAMS^.Dt HalU-do*>.cH4 have a cesponse to 
, Pr. PaWon s comments'^ ^ , 
• HAWt: As pointed out. \\e have'l^e feehng thht 
.pi'eventive m$;ditine ought' to ^^d can be pervasive 
i|i the cliriieal setting as part or good medical care 
within the existing Ihtalth, system For certain pre- 
ventive, services, we have available a local, public 
h^lth department This is the safne health dcpart- 
melit thai* the o|her physicians in th^: - eommomty 
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^ must work through'. It s not .un^eulistic to a$k stu- 
dents, 4k residents to also work' through that or- 

* ganiiation- to obtain certain services for • their 
^tients. If they find they are frustrate^ by jnadje- 
quaciealn that oi*pnization, we \J|ink they'll suggest 

, changes in t}ie future to see to ifthat the commutwty 
in facf bool^traps itself. * • 

• /4fiiMMS.-Have you" considered organmnj pre- 
ptiid acrangeni(;nts. which Inight encowa^ydelivdry; 
^of pr eventJI^ services? 

. HALL' Not ar present. . * 
^ ABRAMS. Do you see tha^ aS «)fnething 'you 

* need to do to help i^^H the things sye're talking 
aboul-^ / . . , ' ^ ' I . 

mAlL Ttiat^is being discussed. E^ut ft the mo- 
ment' in northern Illinois, there is no model prepaid 
plan. The closest we 'can ^ome to it is a Chrysler 
assamhlv .plant in which the union has arm-twisted 
Blue^ Cross -into -providing practically all aspects of 
in- 'and out-f^tient care ^nd p^fVipt^ons. 

STOKES The irony of the Nation is that going 
^o ^MO prepayment may not^necdssarily do what 
\>ou woulQ like 0ne^of the first things tliat has beert 
happening in California in HMO's in their attc^liots 
to operate at reasonable costs is they are negotiating - 
away certain services. Preventive services^ are usu\* 
ally *the 'first thing to go. So just switching deUvery\ 
Jnd' financing mechanisms dbesp^t neces^Sfi^' insure 
that >ou are going .to have preventive services 
•automatically builT int^o your practice It has to be 
something, thaf i^' institutionally supported rtiore 
» than just through financing. 



P\wo comments on financing First. 

Jixon) sent 'his health message to 
Yesterday (February 20. 1974). I 
cinating thaf the S'ew York Times 
,ad {\^'d[ I be President speaks^ouC on"" 



KISSK i 
the Presidtijt ^] 
' the' CongnJ) 
found 
identifi^d j 

health ci^PCosts. arid the Wa^^f^ton Post in its lead 
identified' the Presidents determination to redis- 
tribute physicians geographf^nlly. by spceiu4t>, an(f 
speeifitalK, to bring about more fiiniily physicihns 
He's to pursue the latter by rcstrueturi-ng* the 
fmaneing \)f medical education, 

Man i^ii rational anifrial, aft^remotional atlrfnat 
and nianv other things, btjt he> also an economic* 
animal. My guess is that/ a sevece restructuring of 
the fin^nJ'ing of Medical education h\ t'he Congress 
of ihe United States would bnn^» . about rather 
dramatic change, 

In medicine t^e look ^iround to find^ how things 
ajjkdone I he whole Fh;xnerian phenomenor^is so 
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jsxtr^ordinary because one man examined all the .4hai vvon t stil in uadiijonal ways; Sfai belts never/ 

medical ifthools in the United ^Siale^N^d Canada sold through- the powec of persCrtial persuasion, 

an* concluded iKat one^ war^ittSquate, ^d the Con|rcss passed a law^^and how ^.^vcrybody^ that 



•for medical education was for everybod*y tp replica^ 
that dfie. Wh^ Ae import was finally fufly imple- 
mented by*aboul almoa 4II schools looke^l- 
like Johns HtjpKfns.did m 1910. We may soon have 
an analagoos experience with primary ^are if the 
society really .puts the lever oa us. * 

I say this because I sense that the leaders m fam'-*" 
ily medtcin)p and nreventive medicme are- hert gatb^ 
ered.*If Congress moves forcefully in this direction, 
people are going to be looking to us and pacing us 
fq^.^swers that go beyond where ex^nmenis have 

^t^^l^id thiSf rd Jike to tr> to offset my earficr 
long-range pessimism * with some short-ratige c^pu- 
mi$m regarding ^financing and the delivery of if«"e- 
yentive sccvices. , ^ 

Many of the problems which have been raised 
about ftriancmg/ prevention and so' forth, -can be 
solvecf if we move beyond the scriptures anu th^ 
gospels. I. have been as guilty as the rest , of ^\ou 
around the table >n,vvriting these. 1 Jike tojhink I'm 
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measure 
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buys a seat belt: It?s a preventive 



as physicians ijil^Vested in preventive medi-* 
cmejPgdnize ^hr th'e fac^cJii cah*t make any hcad- 
way.witK smoking, with diabetas, or obesity or !hy- 
pertensipn) One of the drug firms has developed 
what they, call Project Health, a program aimed alt 
modifying lifcsty^, changingdietar)' habits, stopping 
smoking and so forth. CorfgraBi^ls^aTf;. buying it^^nd 
.encoui^ging thefr exeCqy^^ts tpr enroll. .Why'' Be- 




cause the corporation ri 
,V4^e-president drops 
' $175,000 to replace hi 
h'Si fascmatinglo see 
University of , Pennsyl 
smoking clmic The fee^ 
6;\\^ek foll6\\up and pa*a;the test, you cao get fifty 
bu^s back Reimburse, fie mechanism.' 

I'ni suggesting that'tiKrc are'i lot of directions 
m which things^ irfe go^ng. and there'are. going to 
be' multiple option - st^i^kgies that we'll find our- 



ze§ that Tf.ari executive 
his job, it costs ifffsn 

Over the tampus at t4[^ 
nia placards for anti- 
;i\00. If y6u attend the 



the St. Paul of the movement. In these, ^^^e^IK ^\ selv<fs the midst of,^ af|^ we're going t.o do some 

things'that w^ may flot' l^ke m terms of tiur vstHics, 
but w^)ich noncfhfelew, achieve the preventive ends 
which we esptiuitf. W: arj: a ^(^ghiatic^s^if icty . We 
will respond to .certain kfiids of incentives, particu- 
larly economic, ofle^ancff we've not lo^^ked at that 
vcr> imagm^iv^lyjn our health care plans WcVc 
been (airly ij>cduslrian, s^ing, "It's either fcc-ftir- 
service oc prepaid gro^^) practice " There arc lots 



fall ^back on otlf dr^jjl^rs rathft* than asking some 
rather bold and embarrassing questions 0/ ourscKvs 
and t}i^ system. ' ^ ^ / \ 

' ^here's, been a very fefrcsKing irijflux of econo- 
mists in, the l^t fe^cars who are begmning to ask 
some of these questions and are beginnmg to point 
out sonu: thitigs abput distribut^)n of manpower and 
utilization of sefvices and trade-qff^ that the con- 



sumers will make and ho\^ you deal with probltm's^jj^ of ways Of mixing it 
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This section; in tw^. parts/ focuses upon those disciplines^ syid areas 
oii^pertise in^>reventive/cojaniunity medicine which are of particular . 
relevance to primal'y'^are^ practice and he-ncc to primary care^uca- 
tipilltl programs. /T%. first part deals principal!]^ with various- appHca- 

"^tion? of epicfemioli^gy and quantitative skills, while ^he ^cond p^rt^ 
empjiasizes application of social and behavioral sciences Xoyi variety 
of conarftunity health problems enctiiuntftred in prytice* j . 

Dr. Stokes first differentiated 'betw^ those preventive, medicine 

strategies suited to delivery hi the personal health se'rvice ^tting and 

^hbsc not so suited. The^ paper then discusses*the needJor and us^tf 
variousiorms of clinical, evaluative, and operations researcTi in' primary 
c^5» Dr. McWhinney's discussion emphasized the important contribu- 
tion of ^pidert^ology ^especially in establishing, prmiary care ^depart- 
ments pn sound int^tectual fpondalions. **Tactjop^ and "strategic'' 
-application? of epidemiology* to primary care, as well as epidemiology 
ically-based research in-4he Depar(!ftent of Family Met}icir>e Nat *the 
University of Western Ontario, . are described. General discussion |4en-. 

^.lifies.the need, lo^d^vglop physicians with combined expertise in bofh, 
the, measurmient^ sciences of preventive community medicine and iq 
primary inedhcal care in order to provide the appropriate leaching and 
research resoiJrces for primary 'care programs. Aue'ritfqtiMs givpp tpm 
questions of financing and trainmg of such persons. \. ^ / 

DrJ. Fafk and, ScuTchfieW's paper first depicts th^ contemporary 
primary cara movemeilil as^ social phenomenon, rejiulting'frorfl con- 
cerns of .sor^e- heahli professionals? other KealtH workers, consumers, 
..'and legis1alorj>. It becomes incumbent upon the priinar^ care pix)vider 
to have knowledge of and methods for working witH those* social i^sti-^ 
tutions an^ phenoiUff^^ich reiate to-health service d^livjpr. The C^re- 
disciplir)^ of commuftity health are descrrbed"; namelj^^ostatisti(is'^ 
Epidemiology^ envjronmehtal/occupaiional bealtK healOT^ervices ad- 
ministration, s^)d hcajth'education. Some ^rtincnf aspects of social 
science, ecdnomics,-anrf politics are d\scussed. * ' • ^ ' * 

Dr/Sc4itchfield's fo'rn^al discussion ctJfnpleifnents.the lead paper by 
.higfyighting the ^»pecial role* for community medicine departments to 
'play in applying ft'eir spectrum*^ disciplines to a.sj&ssing health prob- 
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lems and health^rvice need* — "community diagnosis/' 'Often\ the 
findings/of such assessipefits .will be directly applicable in thfe devel6p- 
ment of primary cai*5 services and accq^dingl]^ sljdtiid l^weU under- 
' ^ stood by primary ca^e providersr^ The general discussion touches on 
• several ways th^t community diagnosis artd primary care riiight interact. 



PREVENTIVE STRATEGIES, 
RlESEARCH^AND EVALUATION 
m TOMARY CARE - 



Joseph Stokes III 



•iNTRobucnoN • , 

Although Dr. McWhinney and I have been asked " 
ito 'focus our remarks on the subject of evaluation 
and research in primary care, I am going to begm by- 
listing a few premises related to Ijpth the practice ^ 
and teaching of preventive ^medicine. After statmg^ 
these |)remises, I will then review the general strat- 
egy by means of which prevention is implemented, 
particularly as it relates to primary care. Finally^ I 
will return to our assigned task/by presenting' the 
evaluation model and suggesting a ••few problem 
areas ripe for research by those concejned with im- * 
-proving the practice of primary care. Xj^^-i 
^uggest how epiclemiologjc methods caa help to 
solve; such problems. 



X 



ITEMISES 

Muiirst premise is that the pfictice of preventive 
medicintldk substantially more tlifficuli th*Hi is clini-. 
cal medicine. The. clinician almost aKw>s deals with 
patients seeking help ip soRing*' he.alth problems, 
many of whom need little more than a s>mpathctic 
ear. Yhe practice of preventive medicine, at *lcast 
within a clinical context, demands that both patients < 
and pjiysicians ^ to avoid anticipated but as yet 
unfelt events. Uflh^ately, it js much easier either 
to den/y or acce^^e risk of potential catastrophes 
than i.t is "to avoitl them, particularly when suth 
avoldanc^ depends upon cha-nge in entrenched pat- 
terns of behavior sucha^ cigarette smoking Preven- , 
tive medicine is further complicated by the fact that' 
one is ahnost al>Xrays faced* with diflicuh trade-offs 
between the risk gf developing disease and the ad- 
verse side-effects* of preventive procedures such as» 



vaccine-Jissciciated poliomyelitis, allergic reactions 
to prophylactic antibiotics and the tomplications of 
contraceptives It has b^en wisely ^ written 
p'rifHunt 'non notere, and although pfciticnts ^sually 

.accept tmublesom^ side effects of therapeutic agents, 
they ar^ess toleratit when preventive inferyentiojis 
cause disability an(;l death. It is for this reason that 
we need to calculate and cpnsider such trade-offs* 
as precisely as- possible. . ^ . _ . 

My secon^prernise J|i that the preventive 'atti0MJe 
should pervade every^ aspect of clinical medicine. 
Thf objectives of both preventive ^nd clinicjrt medi- 
cine ( and most certajnly primary ca*rt ) are tjie safme, 
namely to maintain .alld restore health* "therefore, 
both prevention and v^r^peutics share a comi^n 
goal; it i5 only the strategies that differ. Unfc^rtu- 
nately, \ve suffer frorn the lack of an ^operational 
definition he|flth ^ use as^ guide to attain jthis 

. goal. Fpr instance. Dr. J. W. Bush (19*75) has 
been dt^efoping a two-dimensional definition : of 
health with functional status on the ordinate and 
time«as^the abscissa. He definas and evaluates a series 

* of fiMWtional step^ ranging frpm full physical and 
social functiort without symploms-ftt one extremef'to. 
death at the other. He then calculates the transitional 
probabilities of moving from any existing level of 

"-Itinc^ ion (at - Ti,) .to all .other levels' at "some future 
time (T^. This,+latter represents a^prognostrc^di- 
niensioir 'and tHe factors which, ffetcrmine the$e 
transitfcyial probabilities do not nee'essarily affect 
Junctional health status at , T*,. For instance, 
'Jiyperlipi^emia, per se, does not affect function but 
It does help estimate the p/oH^bility of developing 
c(^nar) heart disease and otheif nftapifcstations of 
atherosclerosis which will affect function* at a. later- 
time ' A ^ 

In'oqe sense, my third premise is a corollary of 
the first: Smicc preventive medicine is so diflicult ij 

^ reqiMres gcnero,us rcsourijlfr and strong 'institutional 
support. Physician^ should not ^necessarily expect 
then patients to stop .smoking evcil after a passionate 
presentation of the Compelling facts Dr John Faf- 

. quar and Phs asNociatcs (Bc>ers, 1^)74) have shown 
"that group counseling by specially trained ^ehjfvioral 
scientists IS the most efficient ^cans of effecting such 

. change ihui suggesting thwat spcchilized smoking 
withdrawal clinics may represent a new mstitutional 
.requia^mcnt of the practice of preventive mcdi<fine> 
06viou>ly. such .clinics will tost nio^icy which as yet 
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cannot be recovered- through third pi|rty reimburse- 
ment. Although an^oiRPce of prevention mav be 
worth far more than a pbua3 of cure, societv. still 
finds it difticuh to act— accorfling to this ancient 
adage As a resuh, it is fnuch easier to muster the 
resources fo^;lhe surgicaijnanagcmdfTl of eareinoma 
of the liu(g. than it is lo prevent the disease* in the 
first place/ Firefighting hiis a faf stronger emotional 
appeal than^does fire pHfvention, and the resourc'es 
required by the health •s>sien\ arc not alltKateU h\ 
primarity rational criteria, ' . 

My fin^jgremi^ is that the -marriage between 
communit^^^Kntive.^and social medic m'e on one 
hand and fa^^ medicifw and primary care 00 the 
other 15 a vcr>' healthy-^nc Both disciplines have 
much to contribute to the ci^ther 1 feel so ''sirongl4 
on this point that both functions are^currcnth en-\ 
compa^d witljjn a -single department* at -the L'lu- 

, Versiiy of California, San Diego, appro^eimateh 
one- third* of tfie mefffctU schools in ihe L'n'iled 
States which have famil\ practice programs have 

'andlogoiis organizational arrangemente (^ATPM. 
1974) ^ • ^ . ^ 

' *C ' - ^ 
PREVTNTli^h STRATFGIKS 



Environment • * ^ 

The term, public health, ^^cls hrsi used h\ W<»ill- 
.gan^Rau in 17M ('l^ostrf,.G , 1 9SS ) .ind 'ihe 200 
years since that lima ht*\e taught us that the most 
fcffectiic means of prcvcntini* illness is h\ alterln^ 
ronment rather thary modif\ ins ihc host B\ 
and large, such en\ ironyienlal iriter\£pth>ns ha\;L* 
been implemented h\ exercising the ll-gisKiii\L- and 
regulatory poster of ttle stdtc liie decisions to 
chlorinate? common v\aTcr Supplies aimJ to ptisteuri/c 
milk were basically poliycal rather. than medical dc*- 
cisians and pracfTcmg^\sicrims often did as much 
to hamper as,to help th^ir e\etutR<i>» To^tKis d<i\. the 
easiest means, of'-hhtdi^i: raw milk in the Siiite of 
New York is b\ obtaining a ph\sieian*s prescription 
Regulations ^ontrolIin^o(xJ handling, housing and 
highuav construct Ton. fiBd auloniohile design reprev 
. sent other ways in which we.'ha\e reduced environ-' 
mental risks to tieattlh Unfortunately, the nuM 
,^ 'eftrcicnT'maQlpulatihns -have ijlreaij^ been made 
What's more, ther^i lirj limits to' what society y\if} 
tolerate Some stifl fimi i hlorina tv-^l water disiaslef.ul * 
^ and others -stcadfisltr--prefer*^ raw nvilk. although 
neither represent a poFuical for(it?.;|^ipaNe of turn- * 



ing back these pages of pilblic hJalth, history Prohi- 
bition clearly reduced the ipcidence of cirrhosis of 
the liver ,and undoubtedly^ had other favor^le ef- 
fects., nevertheless, society , concluded that its , net 
eifect \^as negative and that other means should be 
used to ctMitrol the excesyve use of eihanol One 
can anticipate tfie hue and ,cry were the Upit^d 
Stales to legislate prohibition ofMhe production ^nd 
consuipption of cigarettes. Nevertheless, ,we have 
far from exhausted -the health benefits tljat can be 
gained through e;nvironnlemal 'manipulation, an^* 
public attitudes do changV For instance, smukmg^" 'al- 
coholism and other fj)rnis of drug abuse all re^reseor 
various forms of copitig behavior. 

Tassel 4' 1974) and others hav^ suggest(?d that so- 
eiciv sifould pay more ' attention to- crowding ancf 
.other aspects of 4he social environment. The climi- 
nalion^^if'^yerty ^might well represent, a milestone 
comparahlv^o the^'eansiag of central water si^- 
plies However, u will Be much more ddhcult and 
require much more money to accomplish As Geiger 
points out. residents of both the urhan^and rural* 
Jfclfos rieed **bread« far rrrnre than medicine, and 
medrcine should 'never contribute to either the ro- 
mantic i/at ion or , instilulKm<^i2ation of 'povei^ty 
'Gtriger Jemonstrak-d at the Tufts-Dclla health ^are 
program at Mouftd Bayow, \fississippi. how an in- 
native health care systc^Ri could not onlv prt)Vide 
health carv sltviccS but could alsg-catalv a: certain 
inipfovenients in the sckkiT, ec^'momic arui p<>4itical 
enCiroiunerit oppressing his patients He also foun 
that health care has its limits as a powo*^ base;' froi 
which to effect such st)cial change ^\ hene.ver ,pps 
sible. f>raeticing phvskians sh'ould -be agents of so-. 
Lial ch:4|it:;. and the arinuals of m,edicinc'* are rep 
with sujJ] jlIs 4^ ct)arage as' exen^^htjed 1i\ J 
Snow rernoviriAT. 
pump 
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I he other ma'jor preven^^Ce strategv acts to'di- 
rectlv protect thg hosi fhis fs wltit I mc^in b.y,the' 
term, clinical preventive- medtcin^;, and what Drs 
Sjchpeidernlan arul «l have recently summnri/ed in 
a chapter. of A icxilutok <ff'f'aff^J\ Vrtutice (Stokes 
and Schneidcrnxin. ) FortuncVleJy , < sonii# of 

tfie ^'newer models' \>f tielrvcrirtg .compr^'^iensive 
health Ciire repr<.'^ent fresh 1Kpp(»f1unitii?^ fo s'yiithe- 
si/i. piVv>;ntiVL\.ind therapeutic jiiedieine Alth()u^h 
It IS bevDiul the sfcopt* (»f tlus ulLs^wssion to r-v^^-w 



each ipethod in detail/ 1 will summarize below eaq)fi 
of the major categories.. 

Healih Education: First of all. the ph>sician 
should injpresS upon aH of his patients that most 
aihitts serve as their ywn physician most oi the time 
and that it is -only under, ^ceptional circumstances 
that they turn to hcallh professionals h>r iadvice. 
Therefore,' it follows^ that ^patients should be in- 
structed not only regard i;ig good health hatuts for 
themselves' and their dt^pefidents but shpuld also hx* 
giveri first^^aid. instrlictjpn and informcd*,of those 
syn^tonts' that warn ^)f ^the pf5et»encc of carlv and 
rejnediab^ disease, finalK', the> need to be taught 
•bow and Vhen#to ^11 upon the hcidth care i^vstem 
foF help Nv^j^p necked . * 

More ^leotively,, certam patients with chronic 
diseases siich' as hypertension coronary heart disease 
and chroritiCf obstructive pulmonarv disease should 
be instructed as to how thev can help in their own 
management, For instance, morc^ ph\sicians\should 
copy Dr. Kermeth Moser ( 1973) who runs a course 
•for patien^ with chrbni^r^umaQnar) disca^ at the 
JLJnivdfsity of jCalifornia (San Diego ) H*: has dem- 
onstritqd that lhos^\&o mstrjACied not*onl> function 
better but aK5 utilizo^fewer health xare se^\ ices-dur- 
I'ng the' course of their illness *\Ve should doing 
;4hc saitie for those patrcnts-with cnronarV heart dis- 
ease (and for those^ suffering fronf ii^her chronic 
diseases The sick patient is the \u)rki s hest'^moti- 
vatcd student and'»vvV should tak^? full aiKant.igc ot; 
this fact > . , , 
: UnfortunateK^fc^^ data afc\Wil:ible .is htm best 
to effect health education ' It is clear That di^lferent 
patients Icarn m different vva>s and that our ap- 

• proachcs shotild \ar\ .icairding Id age arul so^.m- 
, economic status /It is also Ll,caf \\rM LePlain paliui\ts 

afC better T^ot^vated to .Engage in such .health edu- 
Cd\fon behavior! but we n^eed far belter diita regard- 
ing ihcsc. points ** ^ 

Healih .S( rmz/v ^.'^ After an jnitr.il u,jve'of t^^cr- 

' opUmistic «cnt"husiasm v\c\are graduall> dev- tslnping' 
bctter'balanced and ratuKial muw of health siLrccn- 

'tng. As the ^recent series of artii:les' m -Lann-t 
(Whitbs. 1974) deniOnslraiLs • ll^eie arc j^Mtienis uith 
unrecogni7cd and rcniediahle diseases and. risk 
tors that can be .identified and'trcat*;d more eflcL- 
nveiy during, their pre^>mptoniano phctsc '"^^'^ 

• carcmoma of the -cervix Such tests as tht- eerv^jl 
'smear cylologs have id^e^d) been vsell acceptetl intn * 

the practice.of prirflary caK- allholij;!! Iicalth) debate 
asaalh<;Jir effcctivcftcsv an<i c<iiciQnc> persist ( ^ ule. 
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19721 More^ etfci^^Uve methods of treatment h'j^x 
also add(id increased importance to scy-eemng for 
diseases sOch as essential hypertension However: 
we should. be rigorous , and selecu\;^in deciding 
tshich tesf?>diould be applied to which age. sex and 
other speejalVjsk groi^ps. always keeping in,, mind 
th'at we scellr the* remediable', and as yet unrecog- 
nized, disease and risk factors. 

Immumzaiion Specific immunization is the' clas- 
sical method \)f clinical preventi-ve medicine de- 
signed 'to protect ' the host against anticipated 
exposure to infeciauus micro-organisms Despitcth'e 
routm|aand riiuahstic administr*rtion of these vac- 
cines, ™eir proper i^se re(juires a_ great deal of 
I^nbwlcdge regarding the agent, hosts- vaccine and 
the natural historv of the disease In everv case the 
decision ^s' to whether or not ^to vaccinatp anv 
^iven patient at anv given time is based upon a 
_ba!an«: of risks us I have discussed above, 

Iffimuno-, Chcfi^- and Antibiotic Proph\la\i\ 
There is a grnw^'list of special circumstances call- 
ing for administratiofjf'Of immunoglobulins, antibi- 
otics and other drugs to^L-lfect b^)th the primary and 
secfndarv prevention of a ,broad spectrum Kit dis* 
eases extending from Rheumatic fever to thrombo^ 
^embolic disease The value of- such prophvla\is j| 
well established f^ir some of these crrcumstances 
I nfortunalelv. abuse persists and ft has been demoii- 
strated th;)t sifch proph\hfxis is either ol ^no benefit 
or actuallv^ tletrimental in manv cirw limstaiices 
I hcre/o^e, yie cliniLiaii'Ahouj<l niaintani <mi attitiiile 
6) c^spo^nsive skepliLlsni io new ' pnUoLols as tfiev 
are proposed . . ' * • * * 

Thi' rre\enti'(»h oj Pre^nani\ Childbirth, antl 
C <in\*ef\ital t^fitits The atlvent of oral contr^rcefj^ 
tucs. 'gcnelK Counsehng, amniocentesis »wid \.liaiig- 
las rcsgltgd ijh -th^ vcrv" rapid 
fu'LCt of^clinieal preventive: 
prmiary 'phvsi^u'ins should be 
\\\eli. aware -ft /^W'^^C^ii reLcniIv estimated that 40 
l^f%LMH> *.it ^^i^iAc^t*l<.'ldFdati^^n L<ii1 be 'pjcventcil 
ihrouiih The' app/Is^aiKm Ai#^pr(^pcr maternal nuti itioii, 
l^\^Mllance• of t^iitogcmc ^riigs and other 'agents 
*( e p rCif-si^lia^^^eUxlivc abortion ba'^cd upon 'amnio- 
LTf)(Ls]s' it.i! . Down s Kwultt>nie). and the' earlv 
rcv^rfLMUfiOn iJncI jjjoper maiiagenieiit of a few rare 
'discuses such as pheiiv Iketonuna and galactosemia 
*(Slc>n. t97S ) All of iheSV pr<*)Leiitiius shmikl be an 
MHcgra'l part of pfinia;v tare; iNC should "n'^longer 
^d^cful, upon hxal health djiparlfuents u> fill (he 
iTaps ilia!'s(f|| c\is! wi LliniCiH previ^tiiive inetliLine - 
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M EVALUATION AND RESEARCH ^ ^ 

j, Rnally, I come to^e subj€:ct originally assigned.^ 
xhit^ol evaluation ind research in pritpary care. . 
' First, let me make "clear that 1 do not use the words 
evaluation and research interch^angeably } believe 
that there is a cle%r distinction between the two. 

^Evaluation should always be applied^tp any irripor- 
tant task to determine whether or 'not the goals and 
objectives were ultimately achieved. The means by 
whi^;h suah evaluation is to be carried out should be 
planned in advance no^ponly to assure that olijective 
and predetermined criteria will used for evalua- 
tion but alsdBfc assist the plaitning process in 
/ .establishing exj^^cir an^ precise goals and objectives. 
The evaluation process is to sef goals, defining them' 
in measilM^ ferms!^,hen deteriifinc how closely- 
these 'goai^ran be ^achieved Unfortunately, one 
usually falls short of^hievement, thus leaving a gap 
Some kind of action correct these deficiencies can 

' then be taken. ' , .* 

' • ' Research is different in that it poses questions .at 
a higher level of signTftcance, the answers to which 
have wider application, and;- often represent a true 
step forward At the^raomcrtt. the family medicine 

- movement is being swept along by a wave of social 

* concern not unlike 'the Community medicine move- 
ment of*t1re I96(fs moverwcnt "is not a rational* 
^ process but a gut reality. Having ridden the crest 
of* the community'/nedicine wave. I would caution 
some of you as to the hazards as well as the ttirilis 
One of the things -tfpt particularly concerns me is 
that 'the family me(|^ine 'movement has taken an 
anti-intellectual twi« - which is, therefore. ais(M 

'anti-rcsearch One of the rcasor^ that I am prcssi^ 
so htird for Ihe /nelding of fvily and preventive 
medicine is{ that classical acudeiyic preventive medi- 
cine has been a little too precious, intellectual, 
iconoclastic; conceptual and isolatetl fnur^ihe real 
• wprld. On the other Jiand. as previously stated/ the . 

•family medi^ne* movement , is leaning In the tippo- 
. ' site direction Mv 'hope^as that a close relationship 
between the two will bring them both intrt better 
-balance ' ' ^ * 

What then arc the qucMtofts^ whicti family m<di- 

' cine research woiftld tr> to answer'^ I'm goin^ to ' 
" . . present four genera^ examples, but I do not 'pretend 
lhat my list is ctvnplete ' • ' ^ 

My first suggestion is that family medic/nc* can 
improve pur* understanding -of the clinical method 
It IS remarkable how little syMeniati'c information 



we have about tTie* clinical method after all th(Se>* 
years. The wor^ of Elstein and others ai Michig^l ' 
jState rcprt^sents. an example of what c^n be 'done 
(•1972h I'm also >mpi\'$sed 'with what Smith and 
MeWhinncy ( 1975) are doing jn studying how fam- ^ 
ily physicians make diagnostic anti therapeutic 
. decisionsj^s compared with internists, ^ " 

The second important research pribrjty is the de- 
velopmeni of better health information Systems. We 
must analyze ^critically t4ic information upgn which' 
We base'clinical decisions and learn to manage sych 
data more erticiently. Information nvust be available 
to effCcf dccisidn4. If it's .stored m the stacks of a 
librarj. it will not bear on decisions mhde on the 
.wards. Only if-h is accessible cun.it*have tiny inftu^ 
ence on the actions that we take. On 'the o<her hand, 
we, have a gr^Mt deal of iKformation cluttering ^ip 
our medical records which is trivial and not useful 
, , in .any way ( Stokes '^nd Hayes, >97()) Here is 
w^here the algofithrr^ required by computers can be 
hfclpful. Fortunately, computers are so simple-minded 
tnat they need prcci'^e instructigns at every ^tcp of 
{jyoit logic The discipline recjuired.to write such pro- 
grams should be very us^ul to physicians Obviou.sjy^s 
if you feed a computer garbage.it will spit Tt right 
back ^t you It is not a sio^c, only a speedy work- ^ 
horse *If your data isn't clean and crispMlij: cxim- 
puter can't help eithe;r clean it up gr tighten logic. 
'A tTiirtT research priority reliites to the oeed for 
'nuire ^ind better clinical trials, including those wfiich 
compare preventrse strategics 'A classical clinical 
trial selects a cohort of p^iticnl^hen randonii/cs its' 
^ubject^ ' between an intervention, and a control 
/group Intervention then undertaken holding the 
co/l^o'l grtMip as constant as possible. Olitcome and 
process criteria are Ifhcn Compared, For instance, at 
the moment there is a 30 million dollar annual in- 
vestment m the Multiple Risk Factor Intervention 
Trial and the more selective programs of the Lipid 
Research Qinics aqd Hypertension Detection and 
Follo^'up' studies of the Is^ational Heart and Uung 
Institute' The general objectives of these programs 
'are t<^ identify *patients at high -risk of developing 
coronary heart disease and other complications of 
iitherosclcrosis and then to randomly allocate such 
subjects between mtervcntmn and i^ntrol groups* 'I he 
U^gfc IS simple but the logistics are horrendous 

, Such experimental techniques also present prob-' 
lems I hey are^clumsy m thiit they require so many 
carefully' selected and cooj^erativc subjects It is also 
dillicult \o ntaintiiin dt^uble-blind . design and the 



findings Sire often difficult to^anslate back into the 
"feal wbrld'* of medical practice. There are ^Iso 
vexin| ethical pi'obteiBs regarding nonintervention 
as it lel^ to the control group. Fortunately, othet 

Cthodi are now available including the continued 
relopinent of multivariate analysis which can be 
applied tQ obsemtiohal,. nonexperimental settings. 
The advantage of these techniques is that they can 
be 'mu(c4tiQ8& disniptive^^or instance, the Framing- 
ham ^ndjr set down at the beginning approximately 
25 explicit hypotheses from which it was later able 
' to«defip^ coronax^ risk factors, without any interven- 
tion whatsoever (Dawber et al, 1964). A current 
example, which is perhaps more closely related to 
primaiy care, d^al^ with emergency medical serv- 
ices. I^re again. Dr. Bush and his associates have 
prq^owi .using functional health status as the de- 
pendent variable on one side of »the equation* and a 
host of independent variables on the other. For in- 
siance,> one can evaluate the size of the hospital, 
the artount of training of its personnel and many 
other f^ors in. order to determine how they relate 
to health outcome. Hopefully, such analyses will al-. 
low us to explain most of thfe variance in health 
outcomes among different emergency services. Al- 
though there are seve^l assumptions in the use of 
such a method, they are not as restrictive as has 
been classically assumed (Bush, 1975). Such tech- 
niques may have many potential applications to 
health services research, particularly as it impinges 
on primary care. 



CONCLUSION 

In' conclusion, I w6uld merely restate that it is 
very doubtful that clinical medicine, in general, and 
primary care, in p^articular, will ever represent the 
optimum context within which to practice preven- 
tive medicine. Nevertheless, practicing primary phy- 
siciaiis alrcwiy have available to them many ways 
of effectmg both primary and secondary prevention 
%rhich are of proven benefit and highly efficient when 
compared with the traditional diagiostic and thera- 
peutic management of symptomatic disease. Devel- 
oping systems of health care' ret)resent a fresh op- 
portunity for physicHns not only to incorporate ^es- 
tablished preventive methods into primary care but 
also to systematically Hpuate their effectiveness and 
efficiency (Cochrane, 1972). J^rimary care physi- 
cians should also engage in rese^r<3!h* improve 
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their preventive as well as diagnostic and therapeu- 
tic strategies. . ^ 
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The grimary physician uses* two preventive 
methods: the tactical and the strategic. In the tactical 
method, he applies his knowledge of health risks to 
the patients -who are consulting him for all kinds ol 
problems. Since,* in the course^)f one. year, most of 
his patients will cortRlf him for one reason 6j an-*- 
other^ he has a superb opportunity for ideAlifying 
patients who are at special «sk and for picking up 
asymptomatic disease. In order to apply |his. method 
wjth the greatest economy, ItS needs the knowledge of 
risk and, of the natural history of 'dise'ase which 
clinical Epidemiology can give him. 

In the strategic method, he applies this, knowledge/ 
to the whole population of his practice. For example, 
Ite-fl^y decide to screen all adults between 25 and 65 



1 should like to begin by taking up a point made by 
Dr. Stokes: the»risk that family medicine may become 
a "gut, feeling" rather than an intellectual pursuit. 
With departments and programs developing at suA' 

a rapid rate, I see this as a verj big risk. ..v ^^^.^^ ^ , 

We c^n learn a very useful lesson from what hap-^for hypertensign. We have hardly yet begun to apply . 
pened in the education of teachers. In his book this method in Nortfi America, although it has been 
Crisis in the Classroom, Sijberman ( 1971 ) describes used for some years'in the United Kingdom, where 



how the education of feachers became separated from 
the academic mainstream, cut-off in teachers colleges 
from its academic roots in phiJospphy, literature and 
history. As he went round from one teachers college 
to another, Silberman found a monotonous' pattern 
of superficiality, triviality and intellectual ossifica- 
tion.^ 

This'is a cautionary tale which we woul^o well 
to ponde^. I think it is very important that, in this 
period ^ rapid growth, we ensure that the intellectual 
foundations of primary care are well laid. This^ see 
as the greatest benefit from the marrtage between 
preveAtwe medicine and family medicine. Epidemi- 
ology is ihe^ basic science of preventive me4icine I 
thirtk we can identify epidemiology as og^ of the 
basic sciences of family medicine as well. 

Of course, we in family medicine ha^^e other aca- 
demic roots: in the behavioral sciences, in the 
humanities, and — like other clinical disciplines — in 
tYtf biological sciences. 

Our knowledge is applied — as Dr. Stokes has tolcT 
us — through the two major strategies of l^nvironmen- 
tal engineering and host intervention* Environhneptal 
engineering is ithe province of the public health 
worker: the doctor who deals with populations rather 
than with individuals.^ The primary physician prac- 
tices preventive medicine mainly through the. indi- 
vidual. The distinction is useful, but should not be 
considered absolute. The primary physician is also 
concerned<with the health of populations, but his 
focus is mor^n small population groups such the 
* family or workgroup, or the populatiori of his prac-. 
tice. 



the National Health Service provided general practi- 
tioners with a feady system for defining their prac- 
tice populations. There is, however, no.reason at all 
'why we should not apply the method here. The main 
obstacle is jpt'one of Organization, but one of atti- 
tude. Primary physicians have not until recently 
thought beyond -the 'individual to the population of 
the practice as a whole. A primary doctor's prac- 
'tice should be regarded as a populatiop at risk, with 
subgroups who arc kt special risk and require atten- 
tion even if they are not at the time attending the 
physician. ' , 

Now I want to describe how we have tried to apply 
some of theje icteas at the University of Western 
Ontario. When family medicine started there 8^ 
years ago we* Kvere one of two divisions in a depart- 
ment of community medicine. The other was epide- 
miology and preventive medicine. Four ^earsir ago we 
became, by mutual consent, two separate depart- 
ments. It was an excellent way of introducing a new. 
discipline to th^ medical school. 

Oiir first tasks >^ere to set up model teaching* 
practices, to develop an information system, to 
launch an undergraduate teaching program, and to 
develop the postgraduate prograrti which had been 
in existence twa years. In all these tasks, but particii- 
larly m the first two^ we/vere in constant communi- 
cation with'our collea^es in epidemiology. 

We confronted tha denominator problem and de- 
cided togo for a defirted population for each' of our 
• three model teaching practices. V^e did this ^y de- 
signing a family, data 5fieet and .recording demo- 
graphic data about every family registering with our 
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practices. Having done this we set ;ibo«t designing 
a systpm for collecting data on every patient en- 
counter in the centers. We no^V have ov^r a year*s 
data and have been through the laborious process of 
checking and validating it.^ Samples of descriptive 
epidemiology from this data arc shown in Appendix 
*y this chapter. |V 

Although the methods used, and the data obtained,, 
will be of gentral use ai^ interest, our chief purpose 
I in setting up this ^stem' was nbt research with a 
' big .'*R.'' Its chief purpose was- educational: to pro- 
vide staff and residents with continuing feedback 
about their performance, to give us inforn^ation 
abftut thp conte||t of family practice, and to help us to 

• ev^luatel the work of thfe practices. It has also, of 
tourse, provided data for research, helped us with 
m^n^gement decisions and given us a basis fpr the 
-application of strategic preventive methods. 

It is inTportant to erriphasize here a point made by 
Dr. Stokes. The collection of data does not constitute 
r^searqh. Research begins with an idea^ — a question 
— followed if necessary by the collection of informa- 
tion. We should sot collect large masses of informa- 
-tion and expect research to |row mirticulpusly from 
if. Of course,*we m\isl collect djita for other reasons 
— educatiop, audi^, management — but we-must al- 
ways be clear, about* our objectives for doing so 
Every new discipline begins with^a phase of data 
collecting. In due ^course! however, this must be fol- 
lowed by the Uncrating of ideas and hypotheses 
about the data. In primary care we are almost at the 
end of phase one our greatest need is not more in- 
formation but new thinking* Ibout tTic information 
which is already available. 

Research in our department has arisen from ques- 
tion^ which we warrted to answer, about the 
^cidence and prevalence of disease in general prac- 
tice; ^bout the structure and function of the primary- 
health care system, about the natural htstory of 
presenting complaints, about the problem-solving 
strategies used by .family physicjarts, about the ef- 

• ficaqy of our practices and our' educational programs. 
A resume of work in progress is given in Appendix 
H, this chapter. There-are many problems awaiting 
study by primary physicians,* especially in the natural 
history of disea55 and the evaluation of ^tfierapy. 



'The development of the infuKnial^on system v^as financed 
by a grant /roni the Ontario Ministry of Health . 



How can we encourage research in departments of 
family medicine'^ I think if is essential that we don't . 
rely entiTeK\on epidemiologists to do the research. 

^ It is equally important that research is not seen as', 
something which is carried out by specialized per- 
sonnel in one corner of the Department. The spirit' 
. of inquiry should be something that pervades the 
' whole Df^partment and affects, all members of it in 
some way or another. 

In our Department we have one family physician 
working virtually full tin;e on research on^a grant 
froro ^the Federal Government. We have had two 
visiting professors— each for 12 months — under the 
Federal Government visiting scientist program: Dr. 
D. L Crombie from Britain and Dr. &. C5. Bentsen 
from Norway, All of these^have contributed greatly 
to the development of our research activities.* I be- 

yieve that our most important achievement, however, 

% to have so many mcmJ)ers*of the Dep^artment ac- 
tively engagec^ in fescarch under the aegis of our 
researeh committee. 

- It is important that funding a*gencies recognize thc^- 
need to $upport people like this m departments of 
family medicine. The most important thing, however, 

,is not material resources but the intel'ectual climate. 
Lot Us not forget, tfiat most of the original work in 
general practice has been done in Great Britain by 
working general practitioners with minimal resources 
(Resbarch Projects by General Practitioners, 1974) 
"Having establishecTa climate favorable to the devel-* 
opment of ideas, ajl a departirteht needs to do is to 
establish a system fry wjuch a creative individual can 
receive the maximum of support, encouragerfient arid 
constructive criticism. This is what the marriage 
faculties of prevemive 'afid family medicine is all 
about • / 
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APPENDIX I 



Samples of Ekscriptive Epidemiology from fhe Patient System 
Department of Family Medic i,r\e , 
tJniversjty of Western Ontario 

TABLE L Annual Incidence of New and Recurrent Attacl^s of Otitis Media 
Per KOOO patients by Each Age Group an^'Scx 
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TABLE 2 Average Number of Visits For Each Ne|p(V Recurrent Attack of Otitis Media 

by Age Group' and Sex ' , 



.Age 
M 
F 
T 
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FiGURB 1. Age and Sex Distribtiti'on of Patients with Unnaryfrract In- 
fectigns St Joseph's Hospital Family Medifcal Center, 1973 
Patients With one^or more episodes. * ^ 
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FARLEY: Qr McWhinpcy cauteoned that we 
shouldn't get inundated with data ex^t as it pro- 
vides ^for some ^national [Practice or research F'ur-' 
pose. I would like to emphasize the ^potential 
research usefulness of data systematically "collected 
and coded in a kirge number of .famil> practices. Re- 
cently, Evswi Charn^y, in the Pediatrics Department 
aft Rochester* camp to us ar^d wanted to do a trial 
*of antibiotic prophylaxis «ft recurrent otitis media. . 
Within several days. Jack Froom, in Family Medi- 
cine, provided him. Aith coded records from a 
population of 12K)00 pediatric -patienls from wh«:h 
to select cases and cO'ntrols They were able to start 
the study in a.week, compared to the months or years 
and considerable additional funding that would have 
been reowffbd tO start de novo • , ^ 

"^BERG: To^extend beyond the potential for ^tudy • 
of disease, management and diagnosis, therms an 
gven larger potential for* research in the healthy serv* 
ices or health managejiient aspegts of primary care. 

FARLEY Despite these 'good feelings\and a 
limited amount of delT]c»nst rated usefulness of coded* 
primary cure data for study purposes, our residents 
have expressed rightly, a need to get people helping 
at a high level to use this'data. • , 

STOKES 'This raminds me o/ the guy. in the . 
departfnent of medicine ten years ago^ v^io used to 
start a study and collect reams of data, and then 
walk in to so/ne- unsuspecting statistican and dump 
the data*on his desk and sa^, '/nalyzc it That was 
bad news then and^'k wifl be ba^d news all over if 
family, medicine collects reamv of eoof^unter form 
data and then h«uls it down to preventive medicine 
and puts it on the desk ^nd says, "'Analyze it.'' • . 

This hopefully can be avoided by* developing ap^ 
propriatc study design, data management or exper- 
tise froifr wUhin the ranks orf family ipedicine. 1 am 
Jhinking'of'a Weed of individuals who are fully con- 
versant with family medicine, who go iKrougfi a 
family medicine residency, and then spend at least 
a year, maybe two or three, working in a particular 
discipline such as hciiUh services research, ajid then 
come b*ack\as full-time acadenliSans in the depart-, 
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meiits of family medicine 'to teach, to serve, and 
above all, to guide research. That bre?td..is sadly 
needed 

SMITH You* describe a person who's going to 
have his foot in both camps as the appropriate in- 
dividual to guide us in the collection and use of data, ^ 
etc- The question is where such persons might best 
be*educated for this role, and how t-his eduqation 
might be funded Specifically, should^ this occur ih 
private. institutions* who^ie trusteed might not be p^r|^| 
ticulhrly forward-looking, or at p/blicly-supporied 
medical centers where the Stat-e, in fessuming respon- - 
sibility for public needs, would be supportive of such 
a program, or would the educatipn be based in actual . 
primary care practices in the ccJnimunity'^ 

KISSft^K: The distinction between pnvlKe ^nd 
Qijiblic institutions in higher education is evaporating 
at a very rapid pace Tm on the faculty of a private 
institution^ but we've been told that if the pubHc <;ork 
is polled, we^go down the tube So the decision 
process is going to be very similar. 

I'd just like to toss gut what is one of the most^ 
fascinating things about the British National Health 
Service,- which ^ claims that the family physijcianV 
the backbone of the service. The famijy physician is 
de facto the backbone of the service, although the^ 
status and the income goes to the consultant who is 
the, specialist .But when you examine their budget, - 
wh^t they have done and are doing is providing 80 
percent of their health care with 12 percent^ of the 
budget - ' . . - 

One of tiie things that will really seH*family medi- 
cine, ig our society, i'ncluding the kind of post- 
graduate education being .discussed, is cost 
effectiveness. It's a more cost effective way of pro- ^ 
viding primary (;are' and preventive care,' within 
certain limitations; than what we've* got presently. 
I think politii:ians ,have that message. I'm not sure^ 
the rest of us do. * 
- SCUTCHtlELD Traditionally, the university 
health science center, be it prhvate or publicly sup- 
ported, has the resources for research to build .the 
intellectual bae:kground that Drs. Stokes and Mc- 
Whinney^Kave appropriately pointed out. Tin sure 
that woijliA)^ the primary mechanisn^ 

Accordingly, I would hope that, if in fact there is 
some strong commitment to. family medicine at the / 
national and State le^el, there w©uld be the com-, 
niitment t)f resources for university-based research 
in just the kinds ^ things •thaj'^ re being discussed.^ 
But I think there's a further point to be made, and''* 
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that is that ^omc of the most/^fascinating research the university' center, it doesn't proclude the family ^ 

has*»been done by a family phVsician with his record' physician from obtaining research capability in his 

'* system (e.g.; the woric of Fry and Pickles in En- .residency training so that he will carry it on in h^s ♦ 

gJsind).^ \ * practice. . f ; • ' ^ 

Since the focus of researcljMs likely to continue at ^ ' , , , * 

\ • • : ' ' ' . 
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.-CcJilMUNITY AND SOCIAL 
MEDICINE IN PRliWARY CA^E 



Leslie A. Folk and 
F. Douglas 'ScutcS^eld 



INTRODUCTION 

This paper first * identifies '?ome major streams 
that are important in the cbnsideratioh of the rela- 
tionshi[)s between community/social medicine and 
primary care. These stream^ are: ongoing relati^j- 
• ships between c6mmunity angl sOcia^ medicine and*^ 
traditional primary care providers, the emergence of 
the health care team and ofVi/e consumer movement 
in health care, \ r 

Professional Streams \ ^ 

The pifmary care- physician^ represents "first con- f 
ta(^" with the patient or the fjfmily. The disciplines 
^currently most thought of as prioviding primary care | 
are internal medicine, pediatrics and family medi- 
cine./ 

The ' traditional educational -Stream of mternal 
medicine is based^on in-hospital care<!as'its model. 
Although prior antipathy existed between internal 
medicine and comqiunity medicihe. many internists • 
oow consider that communjfy fpedicine is one o'f its 
sub- (or super-) specialties. "Ccimprehensive care'' 
(Falk, 1972) has be(X)me an important .viewpoint 
of many internists. These mternis^ adopted (in the 
195t)'s) dimensions of comprehensive care that are 
preventive and rehabilitative in rt^ture _as well as 
curajive; they discbvo^^ed streams of preventive and ^ 
social medicine, and incorporated them into clinical 
practice. Among these dimensiorisi are epidemiology, 
home care, medical care organiiatjon and health 
adrtlinistration. While this identification is occurring 
in internal medicine, the words ifi tiheSnternal Medi- 
cine Specialty Board '^Essentials" itill do not reflect 
this. 1 

Pediatrics (Goldman, 1 945 J hajs bceTi the most 



preventive and sQcial-mindAd bf , the trsKiitional 
specialties, feeling Telati*£ql|^omfortable with public / 
health, e.g., .well-baby, school* heahh and cFippled( 
childrens programs. It bas^ emphasiz^ed normal 
growth and. develoj/ment,' nutrjfion, primarys^ro- ^ 
tectipn "against infegti'oui diseases through immu- 
nizations, and rtmternal child-rearing education. 
Relatively modlst fees and total income levels/plus 
bdredogi in the health maintenance and counseling ^ 
role^ prompted a precipitous decline jn pediatric resK\ 
dent recruitment abou^ a decade ago. The pediatri- 
cians .theiv^ied the traditional specialities in fostering 
the expand^ nurse rdle, the nuree practitioner, rec- 
ognizing her independent care possibilities but asking 
that she^in the pediatrician in a "te^m" to provide, 
patients (H. Silver et al., 1968). ^ / ^ 
Family medicine (AAGP, 1968) has ' recently * 
^aken its flace as a speciality, the speciality of the 
genei'Sfist, requiring the same length of resicjency 
training as < medicine and pediatrics (i.e., threfe 
years). It'has acquired a high conscioushess of role 
and mission. The Society of^ Teachers of Family 
Medicine has identified special viewpoint* and skills 
considered to be urtHuely feasible for this sp^iality; 
many of\hese are at the preventive,- family, and so- 
cial levels^ "Both the Society of Teachers of Family 
Medicine and the American Academy of Family' 
Practice demand equal status for family medicine ^ 
wijh dlher f^cognized medical specialties, aiidiwant 
fwdical school and hospital department status, flow- 
ever, they have been tolerant of the rather large num- 
•ber'of-medicsll schooh Departments of Family and 
Community Health, which handle both subjects, at- 
tempting to integrate them, especially at the medical 
student level. DifTerent tracks are necessary to 
achieve approval for the respective specialty boards 
at the residency level. A 

Many of the social and , humanitarian concerns 
(Wolfe and ^adgley, 1972> which previously had 
led medical students and y^ng graduates into social, 
' preventive, and conynunity medicine are now clearly 
evident in family medicine circles. Family medicine 
approval bodies require t^at all persons of the family, 
of whatever age, be eligible to come to the family 
doctor. They stress continuity' of care over months 
and years. A ^Model- Family Practice Unit— MFPU'' 
is requirpd as a teaching base. The^ family medicine 
faculty emphasizes long term Vc^titinuity of family 
care. The interdiscipli|>*ary care' family health team 
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usoally includes the'n^rse/ health wurkcrs and some- Then, repeated clarification of roles, ^perenccs atid 
times the social -^Corker afid dental team,^ though overlap, is desirable. Leadership functions may shifty 
these are usualfy at the secondary level. The two ' depending on the problem and who knows most 
major variants are: a private practice Vith a small ^ about possible answers. Decisionmaking responsi- 
group of family doctors, or a comprehensive, health 'bilittes and processes must be agreed uporf. Com- 
center^'ith family healtk teams providing offensive ^ munications ' must be clear, ^ anil a mat*ter fof 
consultation an4 referral personnel and .services 
under the same roof. 

The resident in family medicine begins to acqiii^e 
fmnilies and patienrs slowly, but by tlte third year bfj 
the residency must handle a heavy office load, plus 
following patients in the hospital .under decreased 
supervision as - preparation to enter independent 
practice, y^"^ 

Thus' community medicine now has known rela- 
tively congenial 'way* of entry into primary carfe 
dfcication in, the thipdjjiaiti specialties of pediatrics, 
internal medicine a^d farf^Jy medicine New patterns 
will undoubtedly emerge, e.g , relating to obstetrics 
artd gynecology. 



The Health Care Team 

We should nckc ah important trend in primary 
care deli^ry. Increasingly, the primary care physf- 
cian assUn^es a participating, coordinating or manag-j 
ing role' with nortphysician providers of health cares 
.That is, the pnnrlary oare physician, in the office, 



rrtay directing 
practitioner, a ph> 
midwife, a family \ 
vider may alsoibe 
receives througli re 



the care of patiei^s by a nurse 
sician's assistant^ a certified nurse 
ealth worlter an^ others The^Hi- 
coordinating the c'4t6 the patient 
ferral t» other .primary care pro- 
viders in- the community, such as a public health 
nurse. Thfs trend ^iqward a primary he;ilth care team 
seems Ufl|^nail!>1e' improved' quality and comprehen- 
sive ne'ipEig he car» received by the patfent and the 
family. Oi%T this-^iowing fact, iuis necessary for us 
\^ begin to think the^'primary care team*' or 
''family health' team ' and, their education, and to 
begin to examine t^-''core** knowledge tkj^t is nec- 
essary to providp phm^rY carets regardless the dis- 
ciplines of the pr^jyjjpi^. So, the.feader must realize 
that while we are o^q^irig the primary care physi- 
cian, many of the p.Qims that are made here have 



clear, ^anil 

continuous effort Evaluation of successes and fail- 
ures should then lead into a new cycle for changes 
to, imprpCc heirlth care. 

Consumer Stream 

A» community (Wkxlfe, 1971) and a consumer 
stream have occurred simultaneously (Fa^k, -19751. 
Nationally, th^re is increasing dissatisfaction wmi 
the U.S. health *care delivery and payment system, 
as a ppftioji of Tviiat is called the "cri5;is in health 
care." Much of the dissatisfaction stems from the* 
fragmentation of health care The patient wants and 
needs a person to wl^^m he can relate for the ma- 
jority of his illnesses, to he^p him maintain his health, 
to serve as a health advocate, to guide^im through 
the superspecialty services, to help put the pieces to-^ 
getfier, and to explain hjs illness and what is being 
done about it The patient wants someone with the 
ability to couns'&f, to guid/ in the sre^ses of daily liv- 
' ing As prac?ice became a sci\ies of specialties, most 
physi^^iaas seemed unwilling to make a home call or 
to be on duty nights and weeken(R. Hospital emer- 
<^ency rooms became the only resource for many 
(Weinerman, 1966). » 
^ At one time even group practicof and group 
healthy plans projected values the patients could not 
accept', e g., "th^ personal doctor-patient refation- 
%h\p is a myth, a good, team of specialists can give 
better quality care'' (Weinerman, 1964). Buf'pa- 
tients c\ihg to the dwindling suppjy of ''general 
practitioners" as *'my doctor." Fortunafity, some 
perceptive and honest thinkers identifiedahis flaw in 
such health care delivery systems and stressed Ijhe 
values of the personal physician and personal nurse, 
and of the importance of continuity of mediciil care 
(Weinerman, 1968). 
V Socially concerned r^edical students. *as well as 
consunijsrs, became aware of thqse needs, an aware/ 



applicability to discip|line5 in a^Sition to^mfedicine^—^-OCs^ which prompted many students to veer /rom 
and should be considered in the education of tfe i il I iii^^inrijji^ji and the^ ultrascienufic sophisti- 
cation of the superspecialties back to the primary 
concern of the prototypic personal physician, the 
cdnccro for the patient as a pefson, family and com- 
munity member, ^ 

The consumerism flame )hen blew white-hot under 



primary care team, hopefully in an interdisciplinary, 
*'same time, same plaie*' manner.- Knowledge, Atti- 
tudes amj' skills in patfient care arfd in working to- 
gether really i^qi^re concurrent education Mutual 
ajgreement on goals oi the team must come first. 
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(he wind of the Black Revolution in^the UAite.d 
States iMadigon, 1969), Civil disobedience and so- 
cial struggle swepf*away publicly , legal discrimina- 
tion* as the needs of the poor and deprived found a 
vpice. The "Right to Health and to Tlealth Care" 
erupted ^s a demah<^ and a Federal legislative re- 
sponse resulted.' The Ecpnofliic Opportunity Act, as 
amended in 1968,* enabled development of many' 
dozens of neighbljrhood health cejiters.^Tfiese grew 
Into the hundreds as* Section 314-E of the Compre-, 
hensive Health Waribing Act of 1966 (PL 89-^749)' 
"enabled demojistratlons m health ^delivery and pay-, 
ment. F^rrding (^^t O^O-sponsored centers was 
then unified wipi tl?5t of tlte 314-E developments, 
an^ administered by Iffie Pepartment of Health, Edu- 
cation and Welfare .niie^mprehensiv^enet^ of bene- 

* fits has been bi:oad,,^nding to include medical, 
dental, social, nutritional, pharmaceutical, transpor- 
tation and even legal services. Thefb neighborhood 
health .centers, family health care plans and **store- 
front clinics,'' involved "maximum fea^ibFe partici- 
pation" pr '^control'' by organized lay representatives 

* of ftic community in their policy, broad phhning, and 
evaluation. ' . * # " 

.As rural areas becarrie increasir^gly deprived. of 
any physicians (Nolan and Schwartz, 1973^ rural 
legislators responding to needs of their constituents 
b^an to demand that p%iblic funds be used to enable 
^ farm boys and, girls to become family practitioners, 
hoping to aftract them ^o return to the community 
from which they came These legislators began 
provide resour6cs, ahJ even to mandate the% direc- 
tion of medical education of State medical schools 
For example, some legislatu^s have r^uired de- 
partments o^ familV fnedicifte in th'eir St^te-suppofrted 
medusa! schools. Federal appropriations for family 
practice education increased only^a bit later. 

With' the increasing public defnand forjmproved 
primary health services-^ind support for education of 
•primary care providers, it seems necessary that'^the 
academic medical community be^esponsive to these 
developments? One means of support is providing 
the field of fartiily medicine with relevant bodies of 
knowledge. In developing warm relationships, com- 
munity medicine should lead the way. 

COMMUNITy MEDICINE IN PRIMARY CARF 

We will deal with only four areas ^f community/ 
social mediciftic; ( 1 \ epidemiology and hiostatistics, 
(2) cultural-behavioral scicuces, (3j environmental- 
^oc(fupational health, and (4) health Administration 



yirfd medical, care,. There are other areas jn com^ 
•munity and social medicine \fith relevance t^ pn- 
mary\;are. " \ ^ 
, The ensuing fdiscussion will center on broad ^oal 
statements and some objectives for Educational activ- 
ities, and evaluation methods. 

Epidemiology and Biostatistics 

Epidemiology may be defined as the study^ of 
distribution and determinants of flisease within, a 
pppuIatixJn- group. We broaden this definition to 
include the determinants and distribujion ot health 
withirt the population. Epidemiology and biostatis- • 
tics foriti two of the basic sciences for community/* 
social medicine. Their knx)wledge is important for 
primary care practitioners. . ^ 
• In order to define the role pf epidemiology in - 
primary care we should first examine the relatively 
unique position of the primary care physician in 
health cafe and endeavor to see how he can use thii 
position. ^ . ' 

The primary care physician is r^onsible for con-\ 
tinuity of care, and 'for that reasoflfhe usually Fias a 
well-defined group of patients who look to him for 
■ maintenance of health and treatment of their ill- 
nesses. If he assumes, this role, there is a clear-cut 
" •delineation of the grou^hq^erves. From an epidemi- |, 
I ologic point qf view^ this constitutes a fairly accurate* 
denom«nator. Because tlie family and its members 
receive care or have their care dir6cted by the family 
-physician, it is possible for the physician to pbserv? 
thei patient and the famHy over extended periods^ 
of time , (Group Health Insurance of New York, 
1963). This allows him to observe the complete 
/latural history of a disease from the exposurd 6f 
the at-risk patieift to the resolutiori of illness. The 
primary care physician is unique among health pro- 
viders also, in that he has the responsibility for the 
maintenance of health in his population as well as 
the treatment of its diseases. One of the keystones of 
prevention is epidemiology Health Hazard appraisal 
in patient ^re arises directly from it (Sadusk and 
Robjjins, 1966).^ , , ' 

A characteristic of the primary physician is his 
necessary concern with the resources of 'his comt 
munify His patients 'are <4Jbviously influenced by 
their wprk and living environments,^ by their physi-- 
cal and by their cultural milieu. The h^th of the pa- 
^tients likewise influences t he hea lth of the fcgn- 
(Tiunity. Thus, community resoiirces mq^>e brought 
to bear on the patient or his family, either to assist in 
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in iniprovin^ IwcHth 
(Morris, 1964) • * 



needs to*,be appraised. 



^ * J^hc primary care physician mast know the range 
efcpmmunity health services availabje to his popula- 
tion •^ctad be' prepared to use these effectively in his 



maintenance of their Re<^lth or in remedying thei# 
•disease. Likewise, theSe commurft^ resources, may be 
inordinately consumfed'by the over-burdtned families 
if health maintenajice lags. ^ - - ^ • 

' . (Jiven this relatively unique anfd pivotal rqsponsT- 

bility,. the prhnary car^ physician ^n>e£^is. accurat^^-^^^^, r j^^. ^^.^ ^^^^^^^ ^^^.^ 

data.;Only w^th eflect.ve records aftd. dath . drg^^iH tHqS^^Vior to assuming a practice reaponsibilhy. He 
-zation IS It poss.b e for the -phj^s.crarf tp fnajtw.ze ,hc>ultivbe. ai?le to e'valuatb his current organizatib,ql 
h.s capacity to^eal with the pat.ent «^^ the • • .^^^^ ^^^^i^^ decis>orts.-an,i altef them- 

co.nmun.ty. U^ul fools for coiling, such mr^^O, foZ^.i the needs of his patie«s and his commuTThy. 

dude the problem-oriented i:eCorU;, special • registries u;, ^u^.aa oI »• ^ i V 

^ ' > K 5 . He sQouId also b,e committed to evaluation of his 

* performance in providing care to his patients and in 

examining the effectiveness of that care. These effort 

wjII lead to dejtn'itiifH^ o/ ^performance deficiencies. 

which will Theq becomie the educational^ objectives 

'for the'Jaoiily'pliysician's-eontirlJing Education, f his 

. seems best done in organized local settings such as 

in hospital medical staffs and in group practices. 

Peer review metho(Js for quality, utilization and ef- 

•ficicn^y are extremely' important to the practicing 

V family physi«ian. ' ^ 

To search fof causes of health and disease l^y 
idyjn^ the incidence in different groups, dcr 
ed in terms of tli^r composjt^, their m- 
leritance ()Htl experience, their pehavior -and 
^ environment, des(:t^be their patterns, and esti- 
mate the re\ati\e imjuortanct of differ^t causes 
in multiple etiology^, to investigate the' nwde 
of operation of the various causes. With knowl- 
edge of causes conies (he possibility pre- 
venting the incidence of disease. Postulated 
^ Tduses will often be tested m naturally occurring 
^xperjments of opportunity, and sometimes ^by 
planned experiments^ of opportunity, ^nd some- 
linnes by * planned < experimetUs in ren\oving 
*J/hem. (Morn Si 1964) 

"^^heCprimary physician can becQ.me involved in a 
variety\of studies of the determinants or distrib'u- 
tions of^di^ases as well ;as health services. There 
are excellent illustrations of re^Hrchj by p'rimar.y^ 
care physician^ witlv inquiring. 'mrads and effefiijve 



by disease, age and p4'ace of residence, plus service 
and cost report^. Hoy does this relate ic^ Epidemi- 
ology? f ' * 
* -Morris (1964) has identified several uses of Epi- 
demiology, and we have taken thiose that relate 
directly, to family medicine as a key for our discus- 
sion. V ^ . 

fhMiagnose the health of the cohununity^and . 
the condition of the^ people, to ^measure the 
* present dimensions and distribution oj ill-health 
^in terms of incidence, pte valence, and nu5rtal- , 
ity; to define health problems for 'comrhunity 
action, and their relative importance^ find pri-* 
\or1ty: to identtfy vintner a hie groups needing 
special protection. Ways of iffe^^ange,^ and 
* - with them so do cotnmuniiy health arid health 
problems, ne\v indices health and disease 
must, therefoce, always be sought. (Morris, 
' 1964) . ' . , , 

Tha patient*$ heahh will be influenced by the com- 
mumly/ahd the commutiityX health will be affected 
by the health of the patient. / • 

The community *mwst 'have resources to bring\Jo 
bear on the diseased patient. The primary physician 
hf!l the capacity and responsibility to develop com- 
munity programs which will assist in the care of tlie 
patients. He can also serve a surveillance function to 
pinpoint epidemic or endemic diseases- ifi his com- , 
munity. By piaintaining adequate records, he should 
.b*e in the position to-re'comize correctable community * 
health hazards which create, illness in tiis patient 

population. . . • ' - , ' " 

f ^ ^ ^ " 
To studx the ways health services wvrk, with 
a view to 'their improvf^^nent Heakk' services 
research tran.slates knowledge of comniunvty 
ieafth in terms t)J n^eds and demand, fhe si/py 
ply of services is desc ribed *and how they ai[e ^ » 
utilized; tfjeir success in reaching standards and 
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record sysfems in Britain, Canad^nd the United 



rec 



Jfatcs (Wolfe -and fiadgl^y. A922i, In our opinion, 
primary care might wdll concern "itself with' that 
research 'AThich ha^ as its goals improvecL family 
health maintenance, preventive and sejf-ca re effects, 
impy^i^d methods -of patknt care, improved office 
functions a*d^ proceduresr anti steadily, incrcffsing 
levels of primary health ^team jjroficiency. and: ef- 
ficiency. On% prototype is that/of campar^itivc ef- 
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f€Ctiveness of different primary care systems (Hulka . 
and Caisel, 1973). 

. Culture and BehavlonU (Social) Sciencfs , * ^ 

^ Cqjlure is the ^'totality of socially ttansmirtled be- 
havipr patterns, beRefs. ins'tituliyns^nd all other 
products of human work and thought characteristics 
'pf a community or population" (American fleritage 
Dictionary, 1969). While not unique to community 
medici'^e, we-consider'behavipr^l soicnce as a basic^ 
discipline in. the field, especiall)^ at social group 
•level. It provides insight Into (1) attitudes,: beliefs, 
,,and actionr^nvdlved it? obtaining personal-^ health 
^ carle, (2) interactions between Jjjmily members, and 
(^) ,the occurrence of disease as related to a culture, 
e.g., .diseases of. civilization. The primary physician 
must ''face the retil and total problem" of the patient 
(-American . Academy of Family Practice^ •19(55'). 
This involves the soci^cultUral aspects of the pa- 
tient aS well as the cljnical aspects. An awareness of 
the differences in behavioral patterns, work and 
MhOught processes am»ng different socioeconomic 
groups is important. 

' The- poor constitute a subculture within the 
broader United States culture. They' have &[\ entirely 
distinctive S9t of behavioral patterns. Thase' patterns 
have -positive as well as negative aspects, as they 
enable the poor survive in society These patterns 
are: { 1 ) orientation to the present, (2) concreteness,. 
including the hourly struggle for food,~'cl^tjjis.^afnd 

I'h'ousing, (3) -'authontapianism** (according to this 
source), and (4) "fatalism." These characteristics, 
in addition t^) lack of income, obviously influence 

, their pattern of use of^ the health ^are system. 

' (Young, 1964). . ^ ^ 

' < The rural mkidle class differ* in ils health-related 
behavior froih the urban* middle cla$s. Patterns of 
behavior influence the*use of personal health services 

. and-tjie character of that uj5c*/ 

Culture* differ- in their' perception of illness. For 
example^ hookworm disease ih thg South. aroyfrd the 
'turn of the century was so prevalen^s to not be 
cbnsid9red .an illpes-s, (Pettigrew, 1964). This cul-, 
tural difference' is also*ttue iQ the willingness of a 
population.to ^assume th^ sick role." Cultures,differ 
in how they-harxdlci pregnancy, whethef oY not it is 
cctnsider^d'Sfh illness, and^hpw|fie pregnant woman 
respondV*to labori Perception of Jllne\s and assump- 

.'^tioaof the sick rije relate to the s^ing of 'medical 

. care, providing it is fiQaicrally andThy^»cally avail- 




• able. If "aw indivjjjkml does not perceive a life situ- 
ation as an illr^ss/^ usually will not consult a 
meifecr of the h^althjcare systenH(Karl^and Cobb, 

\ 1966). * ^ * • ^ 

Even aft«r an illness is perceived, the nature of the 

• person consulted differs within cultures.^ The poor 
more frequently -consult family and Tolk 
healers first. If further care is necessary, they then 
seek that 'professional A fiom' th^y consider^ the, lea^t 
higher chiss or expensive, fop example,^ a Jocal 
pharmacist or a practical- nurse,* rather than a physi- 
cian (Bane, 1963). Minority group health belief 
systems nia.y,be^"strikingly different from those of 
health care, providers. A \atk of perception of this 
by the' phy^cian, nurse and other hea 
will interfere with compliance iiL^^ 

'prescribed regimens.' This ta^ej/tne fo^ 
wit!) dedication and ^ ''not folloy 
orders." It may also take tVie form (fT^shoppipg" for 
health care nn cliffarSnt systems or §ef;Jcing episodic 
care, ^mon^ Latin-Aijiericans the "hot^old^' theory 
must 'be adhered to. - ^ 

The pKysician, while treating' the ptitient, cei;- 
tainly exerts inffuence on* bch'Svior patternsi^f the 
family. The family also influepces the.care the patient 
, 'receives. Family factors which arje important to ^e 
care of patients include suth tfiingf as th^- stability of 
the family unit, the extent of emotional support in' 
time of stress or illnc^and theTesponsibilities and 
pyception of the chtid-re^ring process. Thus, (Tie 

. family physipian'miist know the family e'nvirpnment 
in undertaking the care of the ihdividual, since he is 
also assuming th^ responsibility foi; the family, its 

I care, and its ability to cope wjth the iflness of one^of 
Its membei^ - % . 

^ , The understanding of cultural ^iMluences on 1tie 
patterns of di||pase is another facet of the relationship 
of socitil science to health care. The shift in Mortality 
races' from predommantly infectious to predomi- 
nantly chronic disease in^the United States occurred" 
earlier in urbaa thiin in rural populations. Our cur- 
tent way of life has resulted .in the emergenj?e of k 

• new set of diseases known as the ''diseases df dv'ili- 
^ zation." They are attributable 16 shifts in iife style, 

$ including diet, the\autoniobile, ctiJinges in the work- 
place and environmental pollution (Esposito, 1970)'. 
The role* of social disorg'anizatfon as a precursor to 
a variety of diseases is 'Hdcoming increasingly ap- 
parent (Cassel, 197^). ' 

In order tw ,maxin^izQ his potential to.affctt the 
■ health status of his patients, familiesfcRW^ ^ommu- 
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' nity, the primary physician needs a working knowl- 
, edge of these sociocultural influences on health 

* 'and i^rKfss.'A reservoir of'ktiowlcdge in these area$ 
(as well, as other 'bodies of knowledge of relevance 
to the physician ) lies in the department of community 
medicme. It seems Imperative that the student in ' 
fhe undejj^raduate curriculym, welb^s the physi- 

• cian i^ postgraduate traimq^.be made ^ware of » 
these . iSsues.^nd 4heir relevance' to pnmary 'care 

al sociology, ijocial psychology, mediCii4 an- 
thro^PSgy and other 'aspects ,of the social" and be- 
havioral sciences are nOw considere^i part of" a' Core 
student curriculum and of ihe family practice resi- 
dency. Wc urge ^he' scientists and, teachers of the be-, 
•havioral sciences to work more 'often in primary care ' 
settings^ So ihey are able to base tjjgir ^pedagogy on 
relevant experiences. 

Environmental and Occupational Health 

Major types of environments include: ^ork, home, 
community, physical, and socioculrural. Accidents 
wkhin the home, on jjie roads, and at work ^rc^ 
major causes, of mortality and disability for a large 
portron^n our younger age groups (Falk. 1974) . The 
primary^ physician must assume the resport^ibility 
for attempting along with the famrly, labor, manage- 
|mertt and public officials to develop preventive 
neasurCs to reduce accidents/ ^ ^ * * 

He mujt be able ytp ^recogni/e work-related 
diseases^ which he is likely to see in practice, yet; 
often misses due to lack of a.wareness of t|gLf)Fob1em, . 
He should assume an active role in working with 
industry to prevent these otcupationally related ill- 
nesses. 

Occupational medicine attertipN to maintain th^e 
health of fhe worker, to prevent dijTease when pos- 
sible^ and 'to cure, it promptly when it is not pre- 
vented. It attempis to rehabilitate through a focus 
on /ecovery X)f' function when lost Health epunseling 
and health iriaintenanee are today's goals in occupa- 
nt ic^tai*hfci^th » , 

'^afoj^'good occupational history is a basic skill 
^need^pin primary cifre What specifieally does the 
'worker do in his. or her* work, and what were* pre- 
vious exposures? This Requires some knowledge o| 
toxic substancej^ commonly encountertd in the ^rk 
environment rdusts, chlorine compounH>, /tc. ), 
health ha?ards from excessive noise, accident 'hlzards' 
due to exposed machinery. Visiting the place ojwork 
to observe likely work hazards is invaluable. 



,Re^uxcfes available from health and labor de- 
partmpts should be familiar to primary care practi- 
tioners, Whai is OSHA (The Occupational^ Safety 
and Health Ac< of 1970).'^ What does it require of all 
employer^ in protecting their erhploy'ees . . . one's 
patienls'^ What is the WopRman's Compensation Law 
in one's ^te'^ Doeslt allow a primary care physician 
'to see his patient when industrially sick and injured, 
or does it require the patient to see a ''company doc- 
tor"? What are "Black Lung Benefits"? ^What 
specific Social Security benefits?'^'Does the primary 
care physician know about and refer to the voca- 
tional rehabilitation service or to other speciaLserv- 
ices (for the* bhnd, deaf, epileptic) to* habilitate or 
rehabilitate?^ 

. Each teclj/nical advance has tended to produce its 
pwn pccupational and environmental problems. Phy- 
sicians using X-ray wer^ an early example (Codman, 
1902). Fifty years ago, radioactivity appeared lis a 
killer of fluorescent wristwatch workers who were 
painting luminous dials (Martland, 1929). Other 
.forms of radiation exposures became a prototype of 
the ihtCrrelationship between the work and the com- 
munity environment. Even substances used for many, 
years have not been adequately tamed, e g , asbestos 
and leaS, the former flow a malignant grant. \ 

Occupational medicine stresses the preventive and 
educational as^ell as the compulsory and the legal. 
Health c^aqpinations and health counseling ar^: at the 
heart of the best industrial medical departments' 
activities Physicians, nurses, /and industrial hygien- 
ists are often the core industrial health team Safetv 
engineering is a key aspect of accident prevention. 
Psychological testing, counseling^ and industrial psy- 
chiatry should be understood, including their biases. 
All these, orjce again, must start ^vith' the medical, 
'nursings antj^other health students and housestafTs- 

The envirqnrnent of almost the entire United States 
population is ncxw threatened by the ihdustrial wastes 
and personal machines (eg, autos) which pollute 
our atr, wattA, food and drink. Occupational medi- 
cifle now inevitably combjnes witb environmental 
medicine - Whether it be at the work pla^ or in the 
neighborhood environment, the hazards Tiif syner- 
gistic. ^ ' 

Air pollution, Hoim: pollution, water and soil po^ 
lution— .-all the^ aspects of the living environment 
whi,ch had been thought to be improved or improv- 
ing are now threatened or already polliited. Ecology 
as y discipline and viewpoint of the whole and the 
inte-rdependenee o*f all, should be viewed as, a base 



discipline the primary care physician attempts to / 
understan'd. 

The prtmary physician' is in a ynigue position to 
recognize 'the health consequences of environmental 
pollution and poor sanitation in his community. 'He 
should Assume an advocacy role within the commu- 
nity to correct those conditions which produce illness 
in his patients and attempt" to prevent future Hlness. 
This advcKiagy role required an understanding of the 
political-social fiDcess, and how to alter this process 
for change. 

Heaith Administration and Medical Care 

Health administration anJ medical care -are two^ 
phrases for a sphere of activity without an accepted 
short^ title Health care (^elivery, health care organi- 
zatior\, health planning, and community health serv- 
ices are either cgmpoRcnts -of these phrases or used 
synonymously with them Vlealth services research 
is- the key investigative field of this core subject. 
Cognitive knowledge in these fields draws heavily 
from fhe disciplines of administration, economics, 
communications, political scfence, social welfare, > 
history and ethics, among others. 
. '^The' primiwy ^ are physician needs to acquire some 
of thp skills of th.e health administrator, himself. 
Examples of such skiHs incltide. How to organize 
' and run an office and/or complex -health care de- 
livery service, eg., understanding liws applying to 
employees, personnel practicev^ and fiscal affairs, or 
planning and evaluating the services. Complex hitolth 
care delivery systems such as hospitals, university 
health science centers: large group practices, nursing 
homes, comprehensive health centers and health de- ^ 
partments are almost certainly to be within the t^- 
sponsibilitieS of many primary care physicians. 

The basic methods of financing of health care 
and the advantages and disadvantages of each must 
be known. This involves unders&^ding health insur- 
ance—social insurance, such ^ Medicare, private 
nonprofit, %ch as Blue C^oss-Blue Shield; and " 
commerc>alinsurance, or a^ountry's National Health 
^rvicef ' 

Familiarity with standards for quality, comprehen- 
sive care/- efficacy, cftciency, accessibility and how 
they are applied* must be understood. PSRO's (Pro- 
fessional Standards Revie^w Organizations) represent 
atnajor case in point in the contemporary Amerjca# 
medical practice. T^iece must also be ftmiliarity wit" 
public riTedical services such as Medicaid, coMnty/ 
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medically indigent systems, th^ Veterans Admin- 
istration health care program, special eligibles such 
'as Indians (native American), and the. Armed Forces.- 
mem6er^ and their families. 

Understanding the interrelation between^^organiza- 
tion and' the financing of. health care delivery arui 
their disparatenessivis necessary. Ther^r^must Jbe fa- 
miKarity on a day-to-day' level with health planning 
and its relafionsjiip to organisations in Comprehen- 
sive Health Planning^ and Regioij^Medica! Pro- 
grams withm the health care 'sy§^^, such as a 
hospital or a neighborhood he^th-ce 

Part-time and field health a^lh^is 
ticularjy valuable as faculty me^X^ 
information to medical students .am 
those subjects. Health services rese^ch personnel 
can ahjp provide relevant information about these 
areas 'iBoth can be drawn into facultj^ development 
activities at the residency Ic^vel. Residents can be as- 
signed to planning, developing and evaluating a 
health care delivery system as part of tlieir core time. 

^CONC|.USION * \ 

'^he primary care ph'ysician, whether internist, 
pediatrician, 'or fam^Ty practitioner, is in a unique 
position tp imppove the health status of his patiiPts, 
families,' andlhe community in which_he works if he 
has thp skHls, the attitudes, the appropriate health 
care team, and community system. Medical educa- 
tion needs to provide learning ^opportuAties to dc- 

*vclop,such physicians. Society is demanding ^this 

.loudly and clearly. 
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INVITED DISCUSSION 



% 

F. Douglas Scutchfield 



Prior to making any formal remarks about the 
manuscript prepared by Dr. Fdlk and my.self, I would 
like to comment on a trend which is relevant to 
pr^ri^. care education.. In my discussion I assume 
Fan»i^ Medicine is the leading speciality involved 
in primary'^ care, but recogrfize that other specialities 
have and desire i role in primary care> 

This trend is to combine dafjartirfents of family 
and QDmmunit)^ medicinje'. We must recognize tfiat 
family and community* medicine are l^vo separate and 
distinct disciplines. The focus of community medi- 
cine, is the community,, an aggregate of individuals 
ai^d families; the fDcus of family medicine is the 
family and its memb^s.-The base sciencos of «om- 
muriity* medicine include ef^demiology, bidstatistfc^, 
behavioral science, operations research*a*nd econom- 
ic^. 'These are all disciplines which deal ^ith at- 
tempts to ie<plajn and modify gr6iip behavior. The 
base sciences of family medicine are' clinical in 
i^we, pedjatri(;s, internal^medicine, psyciiiatry and 
Ihe^rke. Th|se Jocus onMhe individual' patient, not 
on the aggregate. The family, the unit* of family 
mediciflg, • Tapresefits a good meeting grdund for 
Ihose^ TWO disciplines; and the comments in, our 
manuscript' illustrate cqmmon concerns and relevant 
infgrmation that community medicine' has for pri- 
'mary care jeducation. , ' , ^ / 

A$. practitioners and- researchers of community 
medicine, we ase aware of and supportive of the 
ne^d for effective; primary care. Primary care repre- 
sents 4he ''crunch*' in hea^th care ^as^allustrated in 
tht paradigm generated by Kerr ^Mr\l& in Ecology 
of Medical C^re (196!).;* In this paradigm' White 
poin^^ ^ut'that of 1,000 patients during a mbnth, 
750 will report an' illness^-^0 seek physjcian care 
and only 9 arg admitted ta the hospital While this 
is true, our 'medicine educatiorrat^ystepi ctirrcntly 
focuses on the 9 hospital patients and. attempts to 
produce individuals exquisitely trained to provide 
this care? This educational emphasis* Ts in part re- 



sponsible for tbe declining numbers of t^nnrary care 
ph^icians, who#are necessary to, care for the 241 
patients who consulted a physician but were , not 
admitted to the hospital.- This awareness prompted 
niany departments of community medicine to kiunch 
primary health care programs, such as the neighbor- 
hood health centers. These concerns of community 
medicine also allowe'd it to be strongly stipportive 
of and to participate in the development of the family 
medicine educational experiences within medical 
schools. Perhaps commtinity medicine's outspoken 
supportive role 'Of /amil^ medicine prompted our 
colleagues within- the niedical center ta identify 
family niedi,cine as a **portion** of community medi- 
cine. 

I personaHy, believe that this trend identified by 
„our medical educatioif colleagues is not, in the long 
run, productive ti>her for iamily medicine .or 'com- 
munity fnedic^e! Each discipline should be recog- 
I nized as a distinct entity within the sphere of ;nedical 
education and these two disciplines should jointly 

• demonstrate the relevancy, priority arid necessity for 
primary care delivery in an onganized context. I am 
not absolutely opposecHo jomt dej^artments of com- 
munity and; family medicine. In those institutions 
withra strong community medicine department^ it 
well rni|ht serVe both community medicine and fam- 
\\)[ medicine to^allow the departments of coiiimunity 
medicme to "incubate'' family medicine, but we 
should, as soon as possible, spinoff this department 
to assume its place on an equal fooftigjimong other 
departments of the medical school. 

It is appropriate for us to'not lose the opportunity. 

j to work with the other cli|jfcal departments in our 
rush to implement and support the family practice 
movement^ We must re^t5gnize that one of the major 
respofisifeilities of the department of community 

. medici^ is to create, develop and evaluate com- 

* munity health programs. These programs will not 
only be used by family physicians, but also by other 

, \ primary care specialists, as well as stcondary and 
tertiary care phy|itians. 

It seehis reasonable to suggest that because of the' 

^ concurrent goals, comprehensive ami contmuiJ^g 
care, family mediq^ne and community niedicine /an 
.work eflqctively as two separate'departm^ts ta ob- 
tain a voice ifl' pdicy decisions in medical sc|(ools. 

. Both departmctits currently have little input into 
policymaking. Pcrhaps^two departments woUld have 
a greater voice thart one departmcxit with two units. 
The departments musH work together in order to 
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obtain those trappings of influence which are appro- 
priate in medical education circles^ These areas in'^ 
elude: 1), Inpatient beds !n univershy ho^pit^ls 
• Faniily medicine should not be loofc^^ upon as' 
* seCond-cl^ss niedicine which. can only m practiced 
•ioMhe con(nnuil^( f^ospit^)-* 2) Curr|y^lum 'time' 
Cbmiljunfity medicine has been ti^dition^y short in 
terms of Curriculum* tlmb. The same thing is now 
happening to our family practice colleagues. 3) Ap- 
pointi^ents t6 pohcymakmg c^r^ittees The two 
de|;^r^ments should work togetber to ob(am /ppoHnt- 
ments to policymakmg committees, such fhe 
curriculum committee, the promotions., appoint- 
ments, »and teriTire committee, and the likf^ 4J Tv- 
nancial resourcW Possibly the most important source 
^of power 'and. ir!fiu|nce in the mcdicab education 
community has 'to do with getting' resources* fcfr". 
faculty and residents' salaries These Resources ^1 low-, 
for the growth ®f an adequately-^«^d \jepartmcnt* 
ro assume r'espon$il?ility for 'this yaluable*'pt^t}on of 
\ the medical education program. * • ' , 
% Recognizing that thfr^'^is a jdiff ere fice • between' 
family xnedipine ^nd community med\^cinc, \\h4t is 
^comn^on grouftd between the two disciplm^s'^ Our 
•^maiiuscrigt iden,tifies some of these; such ^5. epr- 
deifiioldgy, biostatistics. st)Cib(iulturnl knowledge arrd« ; 
Ijeahh care organifl^tibn The overlaps can, ho fyr.ther ^ 
defined through the mechanism *qf- behayforal ,ob- ' 
jectives The UniveraftyV)f Washing(on Deparfmcnt 
,of Family 'Medicine has identified "CpmpctcncV-^. , 
Based Objectives for the F^ily Ph>sician" (Rakec, 
et al., 1974). We in community medicine should' 
' likewise identify the Cotiipetericy-bascd objectives pf*- 
community medicirro, Wher\i ovcr^Sp. exists between' 
these ^two .sets of behavioral objectives, there rs an ^ 
obvious -field for cOm/non qducation of yndcrgr.ad- 
-uate students and residents ' ^ /' 

Another irriportant-contr^Butlon that we m com^ • 
mifnity medicine can make to famil) medicine is'rhe 
use. of community diagnosis All physicians, regard-- 
Mess of speciality 6r location; pratticeja a comniu- 
ity. This occurs whether an individual i< a*ncuro- 
surgcon In downtown 'Manhattan*' oc a fami'ly 
physician in 'Wolfe' County. Kentucky. Af the Unr- * 
versity of Kentucky . cvyy ^undcrgr;idua4e chcdicar 
sti}dent learns how to do a, community cliagnosis 
-We require j\II student^ during their junior yqar of" 
medical school to ^pcnd f^vc* weeks *in one' of the ' 
fifteer/ governmental planning regions m the State . 
' of Kentucky: ^Thcy work in groups of five with a 
■ faculty pijeccplor. During^ this time. studcnt<> do/a 



community diagnosis, as .onginajly described by 
McGavran (1956). They view community fcealth 
problems as a physician views individual health prob- 
lems. Therefore, wc ask the'^student to take a history 
and obtain chiefs complaints frora^ various people . 
withirt thf communiCy and* have them, identify the/ 
community y||alth problems. The' student examines' 
objec|ive djHto confirm or deny the impressions., 
he hab feceivM^from th'c history. He then- formulates 
'a problem 'list composccf, *n priority rank, of those' 
community health problems which he h^s i'dentified. ' 
Some of^the problem h*t* genepated byUhis process^. ' 
' appear elsewhere (Scutchftcid, 1^74). We^ anticipate, 
^hat the use o^ .this knowWge m the corti)jiunit]/ 
will seem 'self-evident to tfae student, arfd anficipate 
*Jhat whc^n the student en^^rs. prac'tice, he vmII Jo a 
, c^omt'n'^nitv fdiajfflto^ conjmuni^ in'whicK he. 

chobsp'.to p^cS^^rot^ this>we hope. that he will 
servers a;1ea3# ^j^eveil6ping»^^ speak 
tq^the prObtems he ha^SMdeAt^fied- in his comi^unity 
.^We*have spoien brj^y aboiit;*thf idfTntificatipn of , 
•high -risk cehorts-'ctf patiCpts injh? farp^Iy* physician's 
*practi(?fe* a^^jTie^:hanisra. for.prevcfntifigfpnd resofv- . 

i^ngth^eprobletos. fde^tifyijig the^e coViorts in>^ges 
\ a -kwwlccjgt; iT* epidemiology ^ and "th^f -p^jPc^l 
^ ^ bfi]ce/fecoFds 'as. An eprdemiolt)gic^*tat>l- 
,,\^ alsiy feel that %coramumty^ medicine ^n' rrfakc . 
• ifnporUrnt (?onlributions ,lo practice management bi^ 

rh.e -family'^phystcppn.;By usir)g», thq epTOcmiological ' 
' and biostatistical-nools -wh^fi c.ommijriity n%dicine 
has 'availahlc. it woCiifa .be pbssjble^fo^' (fic family 
physician to cvaluak: hivpr^actice for efilcie'nc^, cf- . 
[ectivencss. and quality ,"^6 kffo^V'that the pTiysi'wan 
irrn4ja:onTnghnitv.,w'11l*:assuhre leadership .roles* by . 
'■poSiWn 



l^^'p^ffBfi' ori*cK)uritV boards' 9f hcalthi,. medical 
•Staffs, X^nipfehensive.'Ti^alth pl^aryiiqg *touncils,'and * 
^)>her ud^sory* and .poficym^ikinl, groups.' work- 
fng vvitR Rhi'sicmns *mMhe,(r0trimunity to'.develop, 
' community hccljth programs, the UrTivet^ity of Ken-. * 

lucky^ gKiduatj has" bcqn* pxtrcindy easy for us., to 
' W)Drk'with.*as he a g/asp of the^ilecds. of his 
community. ^Wc 'fiope that tfic hFoad aggregate olf • 
discip1ip*es Iti -commufiKy^^dicine wilh allow ftim to 
cflectfvel^' •^ervc'Jin this capjacity in the communitv/ 

Let nw cortclu^fe by* making one additional com- 
menr.\The patient in community medicine, is the 
contrnunitVs and the patient; in family medi&ine'is 
the family. Just as In family njedicine we *vould*iAlt 
thihk of teacHiAg the* precepts of faniily 'medicine' 
without having a family to practice on. so we should 
'not fhink of teaching community medicine -without 
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having^ community to practice 'on. AVe in the De- 
^ partment of Community Medicine hiive a responsi- • 
bility-uTtake a proactive role in working with com- 
munities to identify th% community health probtems 
and to assist them in the.developnoent of splutions 
to those problems. When we assume this responsi-^ 
• bility we wilf see two things: recognition fropi our 
students and fellow faculty members, and the Valu- 
' able contribution we have tD 'make to primary cai^ 
education. . V, 
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DISCV$SION 



■ . ... .■ . (., 

* STOKES: If the ^departments of pr^entTve, com- ' 
munity, social medicine are not going- to directly 
- provide primary care ,servicfe^ as you suggest, wbat 
indeedare they going to do in terms of jerYice*^ ^ " 
I*m noi ^kin^ about jeachirtg or research, Tm 



tajkirig abod^ijvices for wn^||uie feelsjespon$ible 
either to anlndividual or coUecUv^iroup of patients 

. SCUXCHFTELD. The confinuing. service respon- . 

sibility of the cb^l^unity-soci^l-preVenlive medicine 
prifessor* is to *de^f with communities. LeVs say ■ 
w^t into a coihmunily,- as I have in. the past; m 
rural Appalachia, and the most pressing obviou* need 
was perscfnaf health service. Rather than assuming 
direct responsibility for health services, departments • 
of pitventi've/cgmmunity medijine can help the 
conimunity develop an organization which identifios 
health service needs,' and gives alternative approaches 
to these needs, (►e.g., family practitioner, nurse prac- 
titioner, muUrspecialty, etc. models). They can also 
help in obtaining necessary funds to implement the 
model selected. 

If family medicine is t|ie best clinical.d^artmem^ 
to -deliver primary care, and If the faitiily physifiBTT 
fits into the pritearV care team, obviously this is, 
the department most closely associated with com- 
niunities in developing health services. 

ABRAMS: What you are doing is laymg down a 
•blueprint: Ko, we d6n't give direct health service 
.but do.il this .way, No, we shouldn't combine 
deparlme^iUS-iut separate tH^m foh reasons which 
you jusli^ed. On the other hand, the rest of your 
argumenAjust^pd keeping them together. It is un-^ 
productiW to $limit our discussion to silch adminis- 
trative dictates. Our basic purpose is the bringing of ^ 
. preventive/community Wdicme to primary* care. 
There are many approaches, to this — what's true in . 
Kentucky may not be true in Arizona. T6 illustrate 
— when I joined the University of Ari^na,-it was a 
department * of commumty medicine, and family 
practice was a little bitjdijtant at that, point. My 
first job was to get money from the Federal Covern-. 
ment to develop a neighborhood hqalth center. Com- 



mlmity medicine was jgoing to be medicine'tlelivered 

^n the community. 

What did we do? We got the mo/iey and developed 
a neighborhood health cenfer, the fomfat of ^hich 
was to provide family health care with family healthy 
teams. That subsequently became the basis for our 
f^^nily medicine prograitir Now, five years later, we 
are spinning- it off Jnto the community. We have 
decided that we're not going io operate a health 
service forever, but>we did have to operate it for a 
short time. You -see, there are so marvy ways of 
doing this. . * ^ ^ 

' CHRISTIAN: Dr. Scutchfield 'h saying to a, 
family practitioner, ;'We1l organize you, and we'll 
plan you, and well set ^^p apd supervise you."' For 
any community health^ervice to be effective, all the 
elements have Jo be cpncQrned with the planning, ^ 
including the family physician. He has to be at the 
lop^ helping to plan the service in which he is going 
to work. Somebody can't just come in-^ plan a service 
system, and spin it off to fiim. ^ ^ « * 
^ SCUTCHFIELD. Thats a misupderstknding.. If 
I gave thar.hnpfession I apologize. AM provider, as 
well as consunier components, should be Involved in 
the initlSt planning, but the departments of com- 
munity medicine should have the pnmaYy responsi- 
bility for wifrkjng with the community because they 
arc the mo^t infdtmed about health admipistration. 

• and health care organization. * 

The primary responsibility then is patient gare. 
Now, you obviously netd to b^ involved in planning 
iTiose serviees which wjl( be directly related to 
patient caVe. . *♦ 

^HENDERSON: Listening io the discussion, Tm 
struck by certain similaritie$ between communities 
^nd patients. We have to remember that one of the 
important ^hirigs about serving the needs of^ patients 
is getting the patients to cbm^ to see us, in the first 
, place Likewise, pne of tbe imporlArtt things about 
dealing with communities is gettinlg the community 
to come to see you. 

One of the commonest health problems preseftted 
by a ci^mmunfty in this day and age is a perceived 
need for family diJctors,. Maybe thiSM§ a correct 
^identific^tiofP^ the p^blem, maybe not, but like a 
complaint which brings the patient to the^physidan, 
it may not be near the entire picture of the problem. 
. It is.here that combined resources of community and 
family medicine ^departments must be brought to 
bear to arrive at a solution. 
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A^R\4MS. Vm glad you mentioned u because 
we're in lhaf very situation now. Communities arc 
coming to us. How are we meetmg their^ needs 
through the family practice program? ( 

WALKER This discussion has broughrt out a 
very important point about the way community 
medicine departments can successfully serve C(^m- 
munily needs/ The term ''community diagnosis ' imr 
plies a pr6fes^iorjal service in response^ to an 
expressed need. That need may be for primary care 
practitjoners, and if so, they must inevitably be 

A 

* » 

'A 



involved in the' diagnostic a'Yid the .thdrapeutic proc- 
esses Thus, we are talking about a kind of research 
or study process which by its nature should bring 
ajbout needed change. And" by its nature the process 
will be dependent upon i:losc wcul^ing relations be- 
tween community rcprcseptativesT co'mmunity medi- 
' cine consultants, and primary care providers. The 
important roJc of the community itself initiating 
the process, through expression of need, and being 
actively involved in the analysis and solutionAhould 
not be forgotten 




DEIJVERY SYSTEM ^SPECTS 




The final section adi^esses the broad is^e of 'the milieu ^Df^rimary 
health services of Jhe future — ofg^rfBatJbnal, managerial and, most 
critically, finatifcia^^modek While n^^strictedao the matter pf pre- 
ventive/community cispecife bf prinfaj^ care, tljis question of future 
milieu is perforce directly relevant t<^ffie irapl^entation of all whi(^h 
is presented fn the^ preceding sections.^ ^ ✓ 

Dr. GJwon reviews three movemeffts which have arisen durhig the 
past decade to challenge the 'failure ol^the Flexnerian hospital to edu- 
cate and motivate? an^acfe'^gWe nji^er of prjpiary care physicians: 
Family Practice, pammunity Medicine and Health Maintenance Or- 
ganizations. The ^aper assets that a(s primary care grows it will become 
increasingly orgahized into rationa^l delivery modds, and there will ir^ 
turn be a pressing jieed for a new type, pf health service administrator; 
the special attrlbV^es required of sucK'administrators are detailed.Jp 
the invited discission. Dr. KissJbk first examines the depth and/or 
reclion of anaiy>!fes of certain poirtts presented in Dr» Gibson's paper. 
Specifically he'focuses upon the future usefulness of the concepts of 
Family Medicine and Community Medicine that are presented and 'the 
question of what are or will be .the major forces which reshape our 
health care sys^m. He agrees •with'lhe need for a new type of primary 
care administrator or manager, and briefl>4tdescribes traininj^ programs 
for such persons at the University of Pennsylvania. General discussion 
considers, res^ctivdy the roles of medical education, consumerism 
and finmjcijig rftechanisms, public ar^nrivate, in cho^^ging the Health 
services d&livei'y system. *^ \k 
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^ FUTUip: QRGA^ZATION AND 
MANAjGEMENT OF PRIMXRjr 
HEALTH CARE 



Comit p. Gibson 



Introductioii 



For this paper, primary health care is defined as 
* an organized delivery* system that iccepts responsi- 
bility t9 care for all the residents of a defined 
community who wish to use jts services. This system 
attempts to protect ;and indrease the health of its 
clients, identify presymptdmatic prioblems, diagnose 
and treat those diseases withia its :ompetence^ refer 
patients to more specialized servic ts when ^i;equired, 
receive bacjc those wh(^ have been 'referred, help 
hasten recovery, retard disabilj^ty, and comfort the 
dying. Ideally, the system .studies the relationship 
of its constituent to the physical, emotional, and 
social environment in which theymve and the degree 
to which relationships Vith their community, em- 
ployer, family, and peers affect tneir health. 
. The physician is the central/ figure in this insti- 
tution. This discussion will fo^us on research and 
physician education in pritfiary care and not deal 
specifically with •other health professionals — nurses, 
^dentists, podiatrists, pharm^cip, social workers, et 
a|., who also play crucial tojes in primary health 
care. 

PAST ANP PRESENT PRIIV^ARY 
CARtl TRENDS ' 



health care has only 
tttention in American 



The discipline of primary 

recently received organized it 

medical school curricula an(i| this is surely reflected 
in the grave shortage of primary care physicians in 
'our\>ciety. In consequence fragmerfts of primary 
healthoare are delivered by a wide and uncoordi- 
nated gipup including gene/al practitioners, most 
pediatriolans, some internisits and other medical 
specialists, osteopaths, pharmacists, public health 
nurses, chiropractors, and lay healers. * 
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Most primary cate is still delivered in physicians* 
private offices.' Of 567 million patient Visits for pri- 
mary care estimated for 1969 in the UnitecJ States, 
the percentage distribution was as follows (Parker, 
1973). ^ >^ ' <^ ' ^ 



Private [Jraciitiouers 


'77.9 


Outpatient Departments 


V 10.7 


Emergeno^Rooms 


7.1 


Prepaid Group Practices 


3.7 


Neighborhood Health Centers 


0.4 ^ 


Free- Clinics , 


0.2 




100.0 • 



It should be noted that tlie first' three institutions 
are well established and* that the last three have each 
represented recent efforts to respond to society's 
needs — either to control costs, elevate the quality 
of care, make it%more Comprehensive, or reduce the 
barriers to utilization/ 

During the past decade, two movements in med- 
ical schools have sprung up independently to respond 
to the neglected needs for primary care in our so- 
ciety — fantfly practice and « community nyedicin^. 
Although there is a high degree of overlap in their 
goals, they have so far tended to treat each other^ 
warily. In any discussion of the organizjation and 
management of an ideal primary' l)ealth care system, 
the history and needs of each movement must be 
considered . ^ ' 

Th^family practice jnovement/ has tended to be . 
a movement from outside ^llshing iyto the medical 
school and teaching hos|htal. Tlie initiators have 
been practicinglfamiiy physicians, nonmedical edu- 
cators like John Millis, and legislators. Important 
goals have included acceptance of the family, 
physician as a peer of other spedalists and his ac- 
cess t6 the hospital foj roles d^en automatically 
denied to him in the past, regardfessjgf his capa- 
bilities. For residency training, most ^model family 
practice units have been based in the outpatient 
clinic of a hospital: The tertiary care nature -of many 
university hospitals and the hostility of some faculty 
members in departments of medicine and pediatfk($ 
have often made it necessary to base the family 
practice training program* in a cortimunity hospital. 
As long as the formula "academic equals tertiary • 
care" persists, however, it continues to retard the 
acceptance of family medicine as a university 
discipline. ' ' ' 
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* A "different flavor has surrounded the growth ot 
departments of community medicine. Leaders of 
this movement have tended to move from disciplines 
« in preventive medicine and the established clinical 
departments out into t|je community Their activities 
have been closely related lo the civil rights move- 
ment, urban and* rutal underserved communities, 
•and ithe Office of Econonn'c Opportunity, and their 
institutional bases have included IsTeighbochood - 
Health Centers,, free clinics, and the like. They have 
tended to reject hospitafls as central tocus for healHi 
care and to emphasize a more egi^itariaii role of 
other health care* personnel \is-[i-vis physicians. 
Other characterizations have included studies of the 
effect of environment (pollution, housing, nutri- 
tion) t)n hcahh. the s^)onsorship of new health 
careers such as famiiyhealth wofkers, the reduction 
of barriers to access, and finally 'the active accept- 
ance of a. consumer voice in health care' 

^Both of these movements arc now encountering a 
npw set of organizational and economic forces^ un- 
der the label of Health Maintenance Organization 
(HMO). The fee-for-service s)Stcm. under which 
clinical practice has traditionally nourished, has come 
under increasing, attack as the Federal Government 
(which now already pa)S for more than 25 percent 
of all personal health care) realizes that it contains 
no incentive for cost containmcof In turn, as Fed- 
•era! bloc grants for Neighborhood Health Centers 
begin to shrink a|id free clinics feel the need to be- 
come more stable and consistent, the eV^lution of 
'\ the^e centers ihto health maintenance organizations 
— * is becoming a necessary process for survival 

Thus, familiarity with the health maintenance 
organization movement becomes essential' for the 
educator in family medicine and V(Ynmumty medi- 
cine. The HMO movement under/ the traditional 
label of prepaid group practice has developed as 
an urban middle-class piaenomenon closely related 
, to large industries and trade unionv Tht pioneering 
^ physicians Of Kaiser-Permanente and the Group 
1 ..Health Cooperative of Puget^'lSound received virtu- 
ally n© help or attention from medical educators 
and were often bitterly opposed by family (Practi- 
tioners 'through the medium of organized medicine 
Primary medical care jn H?CiO\s. at least on the 
West Coas^' until recently, has been rendered chiefly 
by intermsts and pediatricians. Stress « has been 
placed on making available a specified set of serv- 
ices to, respond to episodes of illness. Ccaitmuity 
between an individual physician and a patient^ has 



not. bCcn highly7valued ^and the* care has not been 
organized in a "family-cente*ed 'framework Just as 
the HMO has been little involved in the farfiily med- 
icine movement, it hjxs alsi) not been ^losely iden- ' 
tified*with acaclemic community medicine. The, 
subscribers to ^n HMO have been typically re- ' 
cruited through the coniixmy in which the bread- . 
winner works and not through th6 ^omrhunity in 
which the family lives. Thus^the subscribers to the 
plan are scattered throughout a metropolitan area 
and represent a minority of families up and (\ov/n 
their, block. The Kaiser HeaUl^ Plan considers that 
its maiket is close to saturation if 20 percent of 
families in, a oommunity*are subs^bers. T^hus, at- 
tention to the physical and social environment of 
famihel has not been high m the priority of HMO * 
goals. ^ 

It. is perhaps useful to recapitulate my analysis at 
this point Three groups in the past ten to twenty, 
•years have attempted to respond to socictjji^s needs 
for nrimary. health care. Th^ Family Practice move- 
mcnt'has focused on* the recruitment, formation and 
status of the family physician Its targe) has been 
the care Af persons in a tamily context. It has not 
given a great deal of attention to health care eco- 
nomics or to bimers to access The Community 
Medicine movenipnt has been characterized by the 
development of neighborhood institutions caring for 
people in a community* context with an emphasis 
on the health c^re team, consumer involvement, and 
the integration of cluneal medicine and public 
health. I he HMO movement 'has stressed compre- 
hcrsive organization of care^, efliciCnf planning, 
quality of individual- services and financial self- 
suHiciency It has not been notclble fo# a family or 
community focus. 

FUTURK ORGANIZATION. OF 
' PRIMARY CARF 

» 

From the foregoing considerations it now becomes* 
possible to conceptualize the organization of primary 
care in the 'United States over the next twenty-five 
..^^ years Rather than distmguishing between require- 
^ ments and desiderata, I will list the elements of a 
model system for which local -compronjises will 
inevitably be made. 

1 Primary care iv organized, as a nonprofit 
corporation, not merely a doctor's office .or profes- 
sional corporatii)n. It cannot meet its goals as a pro- 
prietary branch of an investor-owned scheme. It 
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cannot reach fujminienr as a satellite function of a 
hospital. ♦ 
. 2. ft is physically located ki the 'community it ' 
serves. Only tKus can it share all the ecologic»fprces 
Xq which its constituency is subject 'and in which it ^ 
must develop- its priority of goals. ,For cohvieifience' 
1 shall refer to the primary care organization as a 
community* health center., • * , 

3. It serves' a n^inimum of 3,000 and a maximum 
.of 50,000 people. The smaller figure represents a 
fliarginal level that can 'barely achieve certain cru- 
, cial economies of scale, it is most applicable to a 
rural area'- The larger jiumber is thcr'limit b(iyond 
which 'bureaucracy and depersonalization. bQgin to 
grow rapidly. .Larger populations are better served 
by multipte.dj^ersed health centers remaining close. 



Ij^e 

nimi 



to thei^; eOmmimities. 

4. * There are clear-cut efficient aiid cfTcctive pat- , 
terns for' inpatient Care and specialty consultation. 
The. relationship between the health 'ce»ntcr and tfie 
hbspitahis a comple?^ one beyond the scope of this 
discussion,^ The health center must be able to con- 

*^trol the costs and services of the hospital so that the 
patient will not be subjected to excessive or inap- 
propriate procedures. On the other hafid. Concern 
^ith cost containment must not interfere with a 
high quality of care to be rendered. 

5. The care in the center is rendered by faniily 
health ^C^re teams. Such teams have so far been ir- 
regularly successful. The more traditional n^odel has 
been th^ physician as a purveyor of wrviccs sur- 
rounded by helpers under his direction. As health 
manpower-organization becomes more sophisticated 
I believe the physician will become the senior mcni- 
6er of the team and will relate to other members 
such as middle level medical workers (nurse prac- 
titioner and pnysician associate) and family health 

- workers. Where appropriate, the' team* renders its 
care in a family-centered way so that advice and 
therapeutic programs recommended'by team mem- 
bers will nol be contradictory or conflicting for 
members of . a family 'Development of therapv 
should take into account the strengths and v^eak- 
nesses of a family structure However, this dimen- 
sion must be ^licately balanced withihc nght^of an ■ 
individual to privacy and confidentiality Team 
members ^caa share information and plan joinl 
t^rapy only to the cxtcSt that their patients indi- ; 
vidually dcsiriTTt. 

6. The carb is community-centered Ihis means 
that attention i^; paid To tliose who are not in the . 
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health Care ^yst.em to verify if they have heiilth tare, 
needs or desires not currejitly met. Of 'cpurse the ^ \ 
right ot these people to b6 left alone is essential. 
Cojnniunity centeredhess also nie<uis programs .in 
health education, cbordination With other jxislitu- 
tions such as schools,'dhlirl*l>eis i*er vice clubs, and ' • 
organizatio'ns ol employers an<5 Ifeoployees. . ' 

1. The consumers have an organized -and effec- 
tive input into the programs and pl)licies*of the cen- • 
ter.'Yhis important jj^pic is the sybject o^ another . 
Fogarty Center monograph .(Smithy, 1976). 

8. Tl^cre^ is a comprehensive and stable systpm 
for ^nancmg which enhances productivity of the 
stafl^nd cost containmanT of the program compati-' , 
ble with a high quality of care. 

The administration of a primary health caue cen- 
tep/s a task as new as the cerfters themselves. So ' 
far, there has been little development of'the curricula 
needed to educate primary health care administra- , 
tors, For the purposes of this discussion* 1 am as^um- 
.ing a community health center governed by a board 
of consumers In thevsnialler center, serving a popu- 
• lation of 3,000-6.000 people and having tUo to four 
physicians on its stall, the administration' is ade- 
quately served bv an M D clinical tlirector and a % 
business manager. In a center at tlie large end of 
the scaler serving 30,000 people, a full-time senior 
administrator, presiding together with a clinical di-^ 
rector over a more elaborate administrative struc- 
ture. *iV needed. Qualifications of a physician or 
other professional tor such roles would depend more 
on personality, commitment managerial experi- 
ence than on clinical training. At this p4)int, few 
medical schools or programs in health and hospital 
administration are producing personnel with ap- 
propriate primary care orientation. 

Regardless of professional baelCground, the^ ad- 
ministrator ot the primary care center mujt have the 
following^ attributes'' ^ 

1. A knowledge ot the cuUure ot the community^ 
served. This includes fluency in the f^redommant or 
impc)rtant«secondar> language of the commurfity. It is 
clearlv advantageous to reside m the community 
' 1 -A grasp ol community dynamics and experi- 
ence with a consumer board lliis includes an ability 
' to help the board grow in knowledge and skill, to 
present issues lo the boai(J'or to explain clearly why 
he does not. * * * 

*3. A freedom lo circulate ( Mondr^igon', •1974). 
'I he administrator must neier be so (Tverwhdmed ^ 
that he is pnined to his oflice all day A close famil- 
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iarity first with|pii the functions of the health center, 
and second with the community is essential to spot 
changes, identify problerfls, and develop friendly 
link* with staff and patie«t. v _ 

•4. Insight ahd sympathy fpr staff undergoing role 
strain. Most ptof^sionaLs have not yet been properly 

.educated .for the, roles they assume in a cqmmunity - 
h^ltfe center. Problems of status, /*turf"- and ^ec(?- 

; nomic reward often become acute uaiess; identified 
and resolved early. ' * * ^ 

5. Alcnowledge of labor relations. Confemp/orary 
organizations tend to define and organize power ex- 
plicitly. Health center administrators should be more 
prepared than hospital administrators have'been for 
the advent of trade unionism. 

' 6. Familiarity with data processing technique^. ^ 
The iaf]^e amounts of data needed .to provide in-* 
formation on the opfcrSion and effectiveness of the 
community health center are essential. 

7. i\|i^Uty to develop objectives and evaluate 
progress in meeting these objectives This is a com- 
plex management process which must involve the 
entire staff and representative consumers in the de- 
velopment of -a plan submitted for approval by the 
governing board. It has become increasingly impor- 
tant to'make the objectives of a health center explicit- 
and realistic. It can 'become so all-consuming a. 
process ^wever^ that \l can interfere witK seemg 
sick peophe. Once a plan is developed, evalOation of 
its implementation is critical tf it is to be more than 
rhetoric. Inexpensive and efftcacious methods for this ' 
evaluation are yetsjo be developed. 

8..^adership m'the organization of an eff^ctive^ 
pat4ent advocate system. The^American Hospital 
Association (1973)' has. recently^. proposed a model 
"Patients Bill of Rights^*' While this was an impor- 
tant advance it is oilly an empty public relations 
gesture unless std^s are taken by the^administratortar^^ 
•insure that patients understand their rights and^^JR 
havf recourse to a procedure for assuring"\^se 
rights. 



CONC^^USION . • 

• Iiv summary, tlie^rimary health center is seeniis 
the keystone to the entj^ health care system. It must 
be responsive to the community, to the family, and 
to the person. To accomplish these goals, new rolej, 
and new ways of doing familiar^ tasks must be dC- 
vcjopecj The critical figure in this new institution 
will be the administrator — a person of many parte? 
He or^she must maintain a delicate balaoce ^tween, 
on the' one hand, the human needs and the emotional 
climate of the health center for staff and patients 
alike, and on the other hand, the technical 'require- 
ments for high quality services'at the lowest cost. In 
fine, l^j^ primary care administrator becomes the^ 
linchpin of the new systeni. 
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Williaxif^ Kissick 



Summary RevieW 

.Primary Health Care is defined as *'an organized 
delivery system tfiat accepts responsibility to car&Jor 
all residents of>defined commv*nity who wish to use 
its services/' The physician is but one of a* host of 
health professionals -iwho share this fesponsi- 
bility. Primary care is but recently a focus of medi- 
cal education. When one recoghizes that primary 
caje^s delivered by private pi^actitioners (78 per- 
cent), OPD's (Ojjtpatient departments) and ERs 
(Emergency rooms) ( 18 percent), and Health Main- 
tenance Organizations (HMO's) and Neighborhood 
Health Centers (4 percent), it is hardly surprising 
that the family practice (primary gafe) movement 
IS not a creature of the medical schools and teaching 
hospitals. ^ . . 

The responses of apademic medicine have been 
.three-fold: ' , * 

1. Family Practice—ra passive acceptance of an 
outside initiative. . 

2. Community ^edicine-^a synthesis of preven- 
tive medicine "and clinical medicine, in search 

* of the community.. • 

3. Health Mainlertance Org4nization (HlVfO) — a 
"^delivery and financirrg system that appeals .to 

Family Medicine and Community Medicine 
ifor different but fcompatible reasons. A tenta- 
. t^e concept at best, Kaiser notwithstanding/ 
If these are indeed the current themes, what of the 
future? ^ . " • 

The author conceptualizes a 25-year forecast — 
\. Corporate primary care, 
2. Focds'ed on and based in the community, 
S. Populations of 3,4^0 to 50,000, 
^ 4. Effective* patterns of inpatient an^pccialty 



ec^jj^ 



care, 

• 5. Health care teams, 

6. Community center care, 

7. Consumer policy input, 



8. Comprehensive and stable financing. 
Obviouslyv the planning and capacity of it all be-* 
comes critical. ' , « 

The issu^ of management ri^s to^he fore. Ad- 
ministrators of the future require — 

J. Knowledge of the community and its culture, 

2. Appreciation of ^community board, 

3. Preedom to circulate, 

•4. Sensitivity to staff under stress, 

5. Knowledge of labor relations, 

6. Appi;eciation of data processing, 

7. "Facility in formulation of objecf^es and 
evaluation, • 

8. Knowledge of quality of care, * 

9. Ap'preciation of patient advocacy. 

With this portfolfo, who would doubt that the ad- 
ministrator of the futujj^e is the 'linchpin" of the new 
primary care system. ' • 

Comment 

Although broad in scope, Dr, Gibson's -analysis of 
this most critical areajs superficial. For thi's we must 
thank him. To have provided ' both breadth and 
depth would have reqtlired a tone which .^e could 
not have skimmed let alone assimilated. 

I agree with most of the presentation — as far as 
' k goes. This well may be far enougli, given the very 
Ifniited state of the art that surrounds' our common 
elhdeavors — be we in Preventive Medicine, Pri- 
mary Care, Community Medicine, or Family Medi- 
cine, '^fl^ * 

A few comments, if you will, by way of emphasis, 
as^much as criticism. 

(1) The data presented cfe 567 million patient 
* visits for, primary care in {969- beaf reflection. 

While 4 of 5' patients, con ^iljti^ private physicians, 
only 18^peri^nt visited OPD s or ER's and less than 
1 in 20 utilized Neighborhood Health Centers or 
HMO's. How could we investigate, educate and re- 
form the present in terms of opportunities for 
change, whilt writing the scenarios of the I990's? 
A numerical assessment is but a beginning. What; 
if anything, docs an OPD or ER really have in com- 
mon wifti the primary care conceptualized by Dr. 
Gibson? 

(2) Family Practice needs* a definition beyond 
"that which a family physician does.* Likewise, the 
concept of primary care cannot long survive as the 
output of two or more health professionals gathered 
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together in the best interests of a patient, preferably 
'called a consumer or client. Admittedly, we have 
tipe, for we have yet to challenge seriously someone 
else's- turf. But breathing room is not eternity 
Gertrude Stein notwithstanding, a famUy physician, 
is not a general practitioner^^ not a primary care 
physician. ~ 

(3) Cour^ concluding description of the pri- 
mary care system's administration of the future trig- 
gered recall of a pet theory The changes withjn the 
organization and delivery -of health services are goijig 
to be shaped mor^ by the societal focuses outside 
naedicine fir se' fhan by 'the developments and in- 
novations within biomedical science and academic 
medicine The Flexner Report was a cultural phe- 
nomenon, admittedly with the help of organized 
medicme, but a socielal achievement nonetheless . 
The ^tual reform began in 1848 with the founding 
of the AMA.and was concluded by NIH circa 
1950's. When one recognizes that the Flexner Re- 
port was covered on the front page of the Nen' Yofk - 
Times, societal readiness is obvious The lesson for 
us is that if we look :>W5uTrve may find more allies 
ii\ other social systems than we will among our col- 

Je^igues in academic medicme. If >oa suspec,t, as I 
do, that he who pays the piper, calls the tune, we 
might give equal time to Aetna, C^j^ecticut Gen- 
eral, Metropolitan, and Blue Cross as well as 
ATPM, AAl^t^, APHA. and AMA. \Vc in health' 
arc in a political process, i e , of, by and for the 
PEOPLE ^ 

(4) Fipallv. a plug for Communit) Medicme J 
prefer the definition penrjcd bv^William H, Stcfwart,^ 
MD, (1963) who will probably be remembered 
as the last established Surgeon General of the 
United States. 

the spi'itufizcd^fufw fi'Ji^c uful sCiUs rcqmnd tti i)Ur 
cntermni: K\\lcfn of ffttdntd strMccs, a^yshni whuh 



/^ ni'ttlwr 'Male tncdnine.' nor 'sinitdizcd tncdmne,' nor 
'prixate nicdmni-,'' bin a (onihined piddn and private, 
' I'fjon fx>t conipri'liensn e luuihli^uri' in I'xcry Aincrtcan 

ion\munit\ (Stewart, l\63} 

For me; Community Medicine can be perceived func- 

' tionally. as an efFopVTjo merge medical practice with 
public health (u^ preventive medicine if you will), 
followed hy-^ynthesis of this whole with the social, 

fbehavio^l, and systems sciences. This i^ what we 
♦iire attempting at the University of Pennsylvania. 
We are making more progress with the merger 
(with public health) than with the syntjiesis, A 
collaboration between the Department of Com^ 

,munity Medicine and the Leonard Davis Institute 
of Health Economics of the Wharton School has rC- 
suited in a Graduate Program in Heafth Care >\d- 
mini^ation. an interdisciplinary Research an'd 
Development Unit, and an Advanced Management 
Program , An undergraduate^ major in Health Sys- 

♦tems is in the planning phase • 

The Clinical Scholars Program commenc&d July 
1974. and will focus .oTi providing systems sciences 
skills to phvsicians who hopefully maf^' become the 

^ Community Medicine specialists of the future. If 
Count's prmiary care administr^itors* become the 
lincfipins of thc'new s> stem, -these men and \\omen 
» will hopefully becoifie the strategists and architects 

^ It could be quite a combination. 
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BUYSE.'luCi us now discuss the future role that 
primary p<*actitioners and teachers can play in bri^*^ 
ing about change. Primary care people can be a 
very powerful lobby because of their unique posi- 
tion in the community — the esteem, the prestige they 
are almost automatically awarded. ^ ^ 

F'ARLEy* The medical 'education system plays 
a fantastically important rolo m determining the 
medical care system. Much of the present inacie- 
quacy and inappropriateness of ouf medical care 
systenf^ mighl^ have been avoided had medical edu- 
cation Concerned itself in the p^st wUh primary care 
issues. ^ ' ^ 

In a sense, that is why I left a primary care j^ac- 
tice. After seven years of tr>ing to find somebody 
who wanted to join an exciting ppctice in a nice 
area and really develop .something. Idealized the 
medical education system said, ''No, that's nonsense, 
be a cardiologist, be a psychiatrist, be anything but 
what you're doing, because that absolutely can t be 
^od medicine." Traditionally, we have, been tram- 
Jfg doctors in soprfreticated hospitals hoping that 
TOth the commurlity's anU the doctors' needs dan be 
forced to meet. What we should be laying is, "Train 
doctors who»can meet the needs of the coflTtnunity— 
which includes specialists and sub^pecialists — but in 
rational proportions and at a logfcal level of care 
rather than, dominatmftf care." ' * 

Despite successes With our family medicine resi- 
dency program and in spite^f this workshop, I get 
extremely pessimistic about the ability ofjh^ medical 
, education system to change.* It is ^^onolithic- or- 
ganization committed to giaisive departments that 
have minimal visjpns of what society needs. For that 
matter, primary care couFd be as myopic as th 
if, for instance, it were to insist upon the solo 
er^ practitioner as the •exclusive primary 
model. 

KISSICK: We have one possible exception to 
this pessimistip outlook. I have a question for Dick 
Baker, provoked by my constantly looking in two 
directions, ' trying to find ^Historical precedence. 



while trying to figure out the future. The University^-' 
of WashmgtOT may have reshaped that monolithif * 
ucture. The seeret of, the Flexner report was the- 
pxisWice of Johns Hopkins. Flexner, after criticiz- 
ing e\|erything, stated what should be done, and said 
^one group was doing it the right way. The Uni^ver- 
sity of Washington's strength in family medifine i§ 
incredible.. It^is a young school, it js an exciting 
school, and its biomedical research faculty can stack 
up against an^ medical school' in the country. Is 
anybody writing up^the story,, the case history of 
what it is? HoW- it is happening? We really learn 
iProm such a prototype. 
• • BAKER: They are writing bits and pieces about 
it, ♦the initial go with the track system, whicfi is the 
cornerstone, Thef school decidecf to have a tj;ack 
system with family physicians^as one of the two 
'clinical tracks. The diiiector implemented these de- 
/cisions, and the school has been built in that kind of 
atmosphere. ' 

STOKES: To affect social changes two things are 
necessary, and, the Flexner report gives an example. 
First, you need a working model, and secondly, you 
need a salesman. Ralph Nader is an 9xample of 
both. He gets hold of geod mousetraps, and then he 
^sells them. Now, you know, the University of Wash- 
ington isn't going to have an impact or| American 
apademia unless it is sold. Just the ftict that it is fhere 
is not enough, ' j, 
* WALKER The isspe is. How dcf^e bring about 
change'* The mammoth amount 6f Grain poy/er avail- 
. able in academia and in medical schools is- some- 
thing to be tapped. And yet, it is pointed out that 
by their nature most medical schools are poorly 
suited to serve as change agent* — the deans have 
relatively little power, the departments wherein the 
power rests see their torf threatened by each new 
i,dea. • ^ • , 

The effect that a regional health authority such 
as that proposed in the Rogers-Roy-Hastings bill 
might have in changing the direction of medical edu- 
cation should be considered. Presumably this would 
from a mix of consumer and provider input 
in deciding the needs of a particular area. 

GIBSON Several brief responses to these com- 
^%nents and questions. Firstly, I fully agree with Dr 
Kissick's earlier point, that the pressures for change 
in the medical curriculum are ^ing to come from 
outside the medical profession and its .institutions. 
The family practice movement is here because, ipf 
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CongMS^and State legislatures, no thanks really K> 
the AI^A.oE the AAMC. 

Secondly, regionalization, •ilfiere the medical 
school will play a key part in a larger ^system, em- 
phasizing the importance of producing physicians to 
meet the regions needs. While*^n<jt explicitly stated 
in the regional health authority bills currently being 
Considered in>Coi>gress, it is* nonethele* implicit in 
theilfe bills. 

Finally, while there is currently much emphasis 
on consumep inputs to health planning, the potential 
primary physician's role in the current and future 
cadre of change agents is an important 'one. This 
physician role will, however, ^e different from the 
traditLonal- one. Hopefully, consumers will not auto- ^ 
matically accept physicians* judgments simply be- 
cause they are, grateful for the physicians' presence 
in the community. 

SMITH I commend Drs Gibson and Kissick on 
their^nalysis of Management and organization and 
the changing role of the private and public sector in 
Our health care systems — it looks very colorful The 
problem , with this whole ^onpept is in ^seeing, w here 
the minority, or where specifi.cally the black indigent' ' 
patient, fits into all of those ch^anges*. For instance, 
I can see Some real problems with title HMO model 
In fact. It has been said time and time again that ^ 
HMQ IS not designed to support indigent patients 7 
Only a" middle class type clientele can understaiw 
.the model, can afford its services, and can partici- 
pate in consumer boards, etc , )f it is to work at ail. 
No system, the HMO or any* others discussed here, 
has taken into account that in dealing with the in- 
digent minoritv. • usually black population in this 
country, you are dealing with some real social evils 
that do not exist in mid<He America. 

First*, you don't have the consumer sophistication 
that is assumed when you speak of a patient bill of . 
rigKts and of regional planning or community health 
center advisory boards You have a few radical at- 
'tempis such as the Saluda group and the BlacK ' 
Panthel^ group out in Cahfornia, none of which ever 
really got a foothold on any type of system for de- 
livering health care. 

Secondly, there are the discriminatory practices in 
providing mediCal services which are so familiar in 
our society,- particularly the cities I illustrate this 
by way of anecdote. I motynlijht at D C General 
Hospital as medic# oflicer in charge during the 
midnight to 8 00 a.m. shift Invariably, I receive 
calls from other hospitals, usually univcrs^frjTTe ach- 



ing hospitals, to transfer acutely iH patients ,to' the 
public hospital. Myquestions are, ''Why can't you 
treat the patient there? Why run the .risk of the pa- 
tient, dying in the ambulance coming to D.C. Gen- - 
eral?" The response is usually, "Well, the patient 
doesn't have any insuranc^^' or "We just don't have 
any facilitie^to take care of patients like this." Two * 
recent cases— a womap with an incompfete abortion 
and hematocrit, 19 years old, andther suffering from 
acute appendicitis with unstable vital signs — are a 
gopd illustration'^f what I mentioned previously^ 

Finally, I would mention the lack of physicians 
willing to practice within indigent \ommunities, 
both rural and urban. The popular notpn ^f filling 
such gaps with physician assistants is naive. In areas 
where^medical problems tend to be most severe, it 
is hardly appropriate to look to paramedical per- 
sonnel to provide solutions. Again, the physician * 
assistant concept is one more suited to sitpplement- ' 
the health maintenance type medical service needs 
of middle class commu|iin$s. 

In summary, these and other problems afflict the 
black community. We have^to go back to the draw- 
ing boards afid do more * research on how fo solve . 
some of these problems. They are not the* same 
problems of middle Amesica. If anything, they are 
more akin to health care problems, of jhe indi^nt 
populations of developmg countries 

GIBSON Dr. Smith Ijas raised sorae very crucial - 
issues J> \ * ^ ' 

' The geyeral reorgamization of our society and 
[iteration of the black comrtiunity is critical and how 
Ihis is going to be done is another long matter which 
obviously we cannot begin to touch at this time. 
But the whc)lc economic basis and self-determination 
of the black community is what will ultimately be 
the crucial' determinant, and not just a temporary 
solution. Until this happens, there are some things 
that can and are bemg dojie to alleviate some of the 
particular problems of mipjefjties in dealing •^ith. 
the medical care system I, , • ^ \ 

Most important,. each community can develop the 
sophistication to effectively participate in planning 
• Tor Its medical services. There are many shrewd 
black consumers now as a result of spmetyfihe OEO 
neighborhood center , days. There are .some .very 
smart people now around Mound Bayou, Mississippi! 
For example, th^ Farmers' Coop has learned a lot 
about .bureaucracy, as has Charles Evers, in Fay- 
etfl\ Mississippi We wilh find that an nicrCasing 
number of black politicians and thci^ -staffs- — the 
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> 31ack CaucuV in Congress, for instance — have now 
acquired the power to "^egin developing some of 
these things. ' * , 

Further, a 'tWe national health- insurance pro- 
gram should provide equivalei\f' afaihty among all' 
t)arts of .oiv society to. pui^hase medical care. This 
is crucial and it should do away with many of the 
inequities, such* as th^ .one cited by Dp. • Smith, 
which result from our present system of financing 
medical care. . ^ , 

/ SdUTCHTIELD: It takes ^moiTey to 9hange a 
'.system resulting from such inequiti6;?.,Dr. Gibson's 
comment abDu^ national health insurance which 

• Vould enable ^people to*buy decent health carets 
probably the only way it could be 'done. The sanie - 
is true of bringing* about change in the medical /edu- 
,caliori system. Money will always falk. It will be* the , 
only thing tha; taflks. When there are (unds^ avail- ^ 

• able for family i^edicine in the HENV budget^-^s 
proposed in the Various* health fnanpower bills in . 
^Congress, tlien these departments will move. ^ 

^ . (CISSICK: The issue is change, 'and ther qu^stiorr 
' is Ifl^verage^— wfiere is it. whijt- is it? My answer is 
' economics. , * 4. 

• Our percentage of Gross >)ational Product ex- 
pended for health is now. 7.7 perceiit. -It is $94 bil-' 
'^l#n (FV 1974), and projections 4or 1980 are in' 
excess of $200 billion. Thi^ wpuld be Approximately 
9.8 per(?ent of the Gross National Prodi^ct — one out. 
of every $10 wDrth'of goods ?ind services produced' 
^This is the, upper limit, we cannot cross it. Not be- 
cause of anything "going on in the-tjealth .imdustry, 
but because the othdr secfdrs -of soc0>x caftmot toler- 
ate it. The portions needed fpr housing, food, cloth- 

• iqg,*^education, transportation, etc^ add i*p to more 
than 90 percent. Yhc needs of society exceed GNP. 
A study done a few years ago pointed out that by 

/ 1980 according to current trends — we would need 

25' percent in excess cif GNP to meet our societal- 

, needs. Obviously, we are going to jneet some; some 
we ar^ not. Here we get mto political cjeci^onmak- 
jng, dealing Vith what Savvard "calls a ''closed 
budget." 

In lite midst of this we are 'going, to find an in- 
creasing presence of the corporate model. An'HMO 
•could be one corporate" model; Harvard has one. 
There is a proposal by Leonard Cronkite for a de- 

• centralized ffanchised family physician with support 
services in, terms of information systems:, bil|kg, an; 
ciliary health manpower, etc. There are situaficrns 
when a doctor needs, one and a half nurses. You 
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c*a't hire that way, but if hidnf on a corporate 
b^sis. .you (jan hire nurses and spri^ad them 
across 350 situations.^e corporate model approacfi 
is economically -viable and it will, be used in the 
health area. \ , ^ . . • 

Consumers will play an ii^rportant role in Con- 
gress' decisions of legislation ^n the health area. The 
Rogers-Roy-Hastjngs national health planning bill 
pro|)(|ses to create a council of health advisors out 
of the Council of Economic ^Advisors 4r the White 
House to ^determine priorities, allocation of re- 
sources, and ojher such matters. Priorities would be 
determined ^by a Iboj^ at the whole problem, and' 
regio^alization would create health service areas,' 
which would be viable, and valid in time, but the 
,way It is presently structured, it would not work. 
The decisionmaking poNyers Nvould.be potentially so 
great and the pooling of funds so tltreatening to 
many people jn the health sector.. The bill states 
that Jf in a specified ^riod of time the geographic 
areas are. not designated locally, Jhe secretary shall 
designate them. It se^ms that the bill's main pur- 
pose will be a provocation of consideration,. a de- 
bate in dialogue. ♦ 

$MiTH: I have a question Jor Dr. Gibson. When 
> CaliforAia implemented a program to oontrol the* 
cost of MediCal, is 'it true that ftie cost for the State 
did not cKange signlfi(fantly because the money went^ 
into such areas as admijiistration, third party coit 
tracts. etc.? * 

GIBSON Wjten the MediCaUeforni was passed, 
— 40 additional clerics were hired \o administer it. If 
y pyii a lid on the dollars going iiTto the phys4<?iSns* 
. pockets and spent theim elsewhere, with no real 
savings. 

/ ^MITH/V^o^dni this be true^with national ap- 
^proach. alluded to-by Dr. Kissfck? Are we really 
going to stop^the escalation of the cost of the product 
by changing it into th^, corporate stream? 
. kiSSICK: A corporation does not nece^rily 
•have to*be national; it canlje bcal or regional. The 
United States will not approximate the British Na- 
tional Health Services. It is- one large V.A. Stop and 
think about it. It is not consistent wiflKour ideology 
and the way we do things; it wouldiJi work if we 
tried. Our approach, will be different By corporate 
I mean that there tire other aspects/fb the delivery 
of medical care than those deemea important by 
members of the medical profession, who do many 
thing inefficrently and ineffectively, often at cxorbi- 
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tant cost. Corporations take time and enecgy to effectiveness and professional satisfaqtion. This 

ferret put these things. The physiciaji y^'iW not be should apply equally, to the teachers, practitioners, 

subjugated by this. He can have an even greater and managers of ;he medical care of thfe future. 
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SCPPLEMENTS ' . 

« 

m ' 

, ■ ^ ' [ 7 

' jjis.an outgrowth of informal discussions among syjfiposium partici- 
pants' certain iinportant points of view, which were not ariiply covered 
in the 'original deliberations, were identified" and subsequently, shorty 
papers on twq of these issues were written and-.submitted to the editor. 
They are included as supplements to the symppsium. 
' The first paper, by Drs. Payton and Smith^both.family practice resi- 
-dents at the University of Rochester, provides a systematic and rea- 
soned analysis of those aspects of preventivi^and commu nit^ edicine 
which they deem. of particular importance to their prim^r^J^e prac- 
tice. They offer suggestions for integrating such teaching into th^ 
primary care training setting. " - 

The second supplement, by Dr. Falk, focuses upon ^ome special 
problems of women and members of minority groups<^n entering the 
mainstream of th.e medical educational establishment in this country. 
Attention is drawn to the experiences of Meharry Medical. Schqpl in 
developing community medicine and primarycare teaching resources. 
The paper includes a brief social history of some roles and concerns 
of public health: women, black, , brown, and native American health 
workers iii_our society. It presents these questions as- social policy 
issues, afW therefore requiring legislative and administrative attention. 



PRfiyENtrVE/ COMMUNITY 
MEDfClNE ROLES IN PklMARY 
CARE EDUCATION— THE FAMILY 
PRACTICE R?:sn>ENPS PERSPECTIVE 



C. Payton and S. Smith 



BACKGROOND 



The results of two decades of Federal subsidies' ip 
medical Wucation, are well known. This country "has 
experienced improvements In subspecialty care 
' previously unmatched. In the early i960's student^ 
Jor the first time either felt the lack'of opportunity, 
• or ventured the impudence to point obj how iso- > 
« lated they- were from basic so<(retal needs in health, 
because the movement initially deal^ with -social re- 
sponsibility in areas such as equ^l voting righU (the 
freed9m rides of 1963)^ the movement 1>ecame 
known as community health. Though Richard 
Weinerman^ George Silver, Bnd others had Writteft 
about socioeconQToic concerns in health, it wasn't 
untih the sixties t)»at health professionals geneitilly 
accepted the causal -relationship between national 
; , politics and tfd^^idual health and welfare. The ma- 
jor stiraiilttS did not come from qui intelleiituals in 
the education establishment; it did not come from 
practicing health professionals, it came from stu- 
dents! Since the mid-sixties, over five thousand 
health science ^tudeots h^ve' participated in projects 
sponsored by SHO (The Student Health- Orgamza- 
, tipn), SAHA (The Student American Medical 
Association), ^nd numerous local collections of ag- 
gressive, innovative students. 

Some of the lessons learned by these students are 
important in understanding the present thrusfto- 
— waf4 primary care and wh^he disciplines df 
preventive and community health are integrally re- 
^T^^^^ted to pTtfnary care. 

First, the trend toward subspccialization- took 
care-givers further ajid further awayjrom their con- 
stituents. This was* true at the interpersonal and 
geographic levels. The more acculturated phy.sicians 



became during theiLnine or more years of higher 
education, the more jnpossible it became for th^m. 
^ to fepl the experienjtes of their patients and' neigh- 

• bors. Maybe* it would be better to call this "decuU 
turation"" from socieWs point of view. The need for 

^ tacilitles- and technology a^lso took practitioners to 
major population centers, niaking care unavtiilable 
to vast segments of ou]^ population. 

Second, students . witnessed the abrpg^Uon of 
medicine s responsibility to family and community^ 
It gradually became more difficult for families tp 

^ find a single locus of care for all of their menibers. 
Though rarely trained for the task, the vanishing 

.^general practiti6ner, becai^ of his relationship 
with most members of anyJ^mWy, was able to recog- 
nize and respond to the problems that cause indi- 
vidual illnesses among relatives and within the 
community. Because this physician in *many cases 
served in various civic activities, he was able tq 
either stimulate the development of public health 

r services or initiate and coordinaW the provision of 
.these services tO'his patients. The authors would 

(prefer to avoid the word "patient" ^because it is 
illness-oriented and carries the connotation of de- 
pendency. Since it is* generally accepted, we will 

• continue to use it, however, \^ith the'uttderstaftding 
that it describes the relationship between health pro- 
fessionals and all of those clients or oonclients for 
whom they feel a stewardship responsibility as aptly 

• defined by John^illis (1966 X. ' 

ThirtJ, *it became quite obvioOs that the explosion 
of health knowledge made it henceforth impossible 
for comprehensive care to be delivejed by a single 
practitioner. The consequence»,of this has been the 
reorganization of manpower into teams of personnel 
dependent on sophisticated measurement tools -for 
determining health needs of individuals and of 
^population groups They have demanded the use of 
constantly* improving. methods' for patient informa-^ 
tion storage and retrieval. 

Lastly, this generation inherited the legacy of 
ever-increasing costs for the multitude of services 
now available and an appropriate public concern 
for tjae q*uality of care that is given. Because of these 
pressures today's physicians mu«t be more aware of 
new organizational conce|5ts which wijl^ promote 
greater efficiency. Through such 'innovations as 
POMR (Problem Oriented Medical Records), stu- 
dents ca'n engage in personal and peer review., * 
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. CHARACTERISTICS OF PRIMARY CARE 

A discussion of the kind of prevenlive ^?ealih pro- 
grams fundamental to primary care training should 
' be preceded by an analysis of primary care needs 
and practices. The parameters we will use are not 
new, but their" restatement 'is essentiaf 

Quality of care is an overriding concern which 
recipients can assess for appropriateness* and ac- 
ceptability, and which practitioners can assess for 
< scientific competence. Fro^m jlhe consumer's stand- 
point, the application of limited health resources 
musi^spond to priority needs. A. means for estab^ 
hshing priority must- be available' to those planning 
health services within ^ community. 

Comprehensive care is an issue within the primar\ 
care level as well as between primary, secondary, 
tertiary le\elj<^of care. Practitioners need a bj^iider 
yiew'^^o^^Jiealth than the classical "medical model" 
w'hrch typically relies on an organic failure to jus^if\ 
therapeutic intervention There are two conq(^ts that 
need modification First, that caus'al factors must be 
organic, M6re attention shoujtbe gi\en to'en\iron- 
^mental factors, such as indCstnal hazards whieh- 
predispose to physical mjur\ ai;id illness, and to socio- 
economic conditions^ which influence emotional well- 
being. Secondly, that practitioner involvement need 
only be directed at negative deviations from noriSal 
health indicators AhtisnjokiQg and pollution cam- 
paigns are examples of rtur limited efforts to actual!) 
elevate our normal health starTTlariJs 

,CoHtmiiit} (>f (ate is a concept often attached to 
the intensity and longcvjtv of pati^nJknnider rela- 
tionship. Indeed, for some populatidP^an ongoing 
relationship with a" limited number of providers is 
an element of dCcepKible care lntuni\el\. it also 
, seems reasona^e that thi^ is a more rewarding ex- 
perience for many pr^itioners These are subjee- 
^"Tive considerations wmlh must not be disregarded, 
but more critical to the theme o'f this paper is the 
more objective correlation between continuitv and" 
quality care. In this area, continuity can be estab- 
lished between a -health system and the individual 
, client or community To accomplish this, the memory 
function must become more mechanical The medi^- 
^ cal record is the heart ctf the health system's opera- 
tions. Records must be complete, easily mterpreted. 
• and readily available to all the providers within the 
system. 

CLRRICLLAR OUTMNK i 

Below is an outline of the ponclimcal elements 



the author^eel should be part of primary care4rain- 
* ing' Postgraduate c^pibriences are not Required- In 
fact, many could and should be part of the medical, 
nursing, and other undergraduate's prihiary .care 
oriented e^iuQution ' ' 



Problem Identification 

—Work with consumer boards 
, ^ — Survey and sampling techniques 

— U^e of medical records" to indicate existing 
major problems 

^e>entive Care Design ^ 

— Assist in creatmg health maintenance program 
1 . Cost effectiveness 
2 Pi>tient monitoring system 
3' Internal research proto*col 

Quality Care 

' — Peer .review mechamsms ' \ 

— Record svstcm for ease of assessment ( software) 

— Use of flow charts 

Continuity and Cofnprehensiveness ' « 

— Sy stem-patientj^nterfad^^ (where, when) 
— Medical records to aid eadi practitioner 
— 5tyle o^team practice 

.Community Elements 

—Environmental health 
" -Industrial heaUh • / 

-^School health 
— Public health education 
—StK'iar service's 

Organizational 

' — Rtigionalization ' 

— Financing mechanisms * 
INSTRUCTIONAL MKlriODOtOGY ^ 

Problem idcnfification is a fundamental skill that 
all health workers develop to a greater or lesser de- 
gree* For most, it IS limited U>^'linieal disease orieilta- 
tion. The t^^aching modeh in primary care should 
give a more catholic view; stimulatmg practitioners 
to probe for environmental and^ocial causes of 
disease i^d determinants of care within this com- 
munity 

I he introductory statistics courses in ^ledtcal 
school usually lack relevance for students, and prac- 
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tical tools are usually fopgotten by the time one ^p/ 
proaches active practice. Working; with consumer- 
boards not only 4)rovWes>input on problem priorities, 
but represents^a significant first s\,ep at health edu- 
cation. Both these areas are potenti^il for direct in- 
volvement'of preventive medicine faculties; Primary 
care trainees vrould learn by participation and di- 
rect observation. In this and other cpntexts, trainees 
would work under the direction of preventive medi- 
cine, constructing and carrying out survey and 
sampli#i^ procedures tha) Jiave -direct pertinence^to 
the service institution in wliich they work. Preven- 
tive medicine can also work with trainees in the de- 
sign of record systems that, not only* aid in the 
clinical practice, but ^are useful' for identifying prob- 
lems of populations. Our bias is that Problem. Ori- 
ented Ntedical Record (POMR5 is the heart of the 
system. Methods must be developed for abstracting 
and storing this data for the individual persons and 
practices Faculties must be familiar with various 
approaches, such as "E" books (EimerL 1969) for 
coding diagnoses This will enable them to ~gi\e 
primary care providei^ an understanding of their 
.usefulness % 
^ Preventive %iedicine should aKo have a critical 
role in the move toward an effective health* mainte- 
nance program. Epidem.iologists< and statisticians * 
should collaborate 4n providing us with the morBid- 
' ity information about various modes of intervention 
Fpr key illnesses wc must know whether to rely on 
risk factor information Xp provide pce-illness serv- 
ices, make intense efforts .at early acute diagnosis^ 
and treatment, or postdisease rehabilitation. In- 
structors of primary care trainees can help interpret 
the available literature on morbufity. and mortality, 
cost effectiveness,' and systems design for patient 
monitoring. These tasks can be accomplished by as- 
sisting in the design of such^ activities for the model 
practice units in which .trainees worK providing 
* syllabuses with appropriate literature, ai^d conduct- 
"ing seminars for trainees. 

Quality review may not be a subject to which 
preventive medicine addresses itself directly Its. 
contribution Xo better record systems and monitoring 
programs can significantly improve the effectiveness, 
however,, with which PSRO's and other such agencies* 
can operate. 

' ' The ^authors see comprehcrisivc care as an issue 
maiftly of the organization of services. Sjncc medi- 
cine has'passed the landmark when it can meet the 

- full breadth of health needs as a cottage mciustry, 

f 



Resitlent*s Perspective 

careful studies on the variety of organizational sys- 
tems now in experimental phase should be made. 
Preventive medicine faculty, 4>esides designing a]jd 
conducting these ^>tudies, should give new practi- 
tioners information that will help them change to the 
style of practice that best allows them to meet a 
combmation of professional and public needs. 

Surprisingly, community health at the under- 
graduate level is often taught by departments other 
than Preventive Medicine. Students are introduced 
to various health care settings without kno><^ng how,, 
to interpret their observations and how to assimilate 
the experience in a meaningful way. The issues that 
need to be raised with students include superficial 
descriptions and evaluations of the population re- 
ceiving care, resources available, either publicly or 
privately, and the organization of resources as it in- 
lluenccs tjje pattern of care Because community 
health intplies concern for problems of population 
rather than individuals, the bulk of servTces in this 
area have been gei^erated by preventive medicine 
and public health types. The specific services that 
will continue to fall in their purview include 'environ- 
mental and industrial health. 'Primary care provides 
an excellent opportunity for practirtoners to work as 
team member^ with public health and social service 
officials^ By learning to communicate at this level, it 
is possible to most effectively approach those health 
needs of individuals which require intervention in 
socioeconomic systems/institutions Though* pri- 
mary practitioners will probably not intervene in en- 
vironmental and industrial health, they will share the 
responsibility for identifying and reporting health 
problems in these areas. Meeting the need for pub- 
lic awareness and comfjptence in self-care and early 
disease detection will require combined efforts by 
primary practitioners and their community hwlth 
colleague;^. Some of the content and methods of de- 
^livery could reasonably^ be taught by public hea^h 
educators. ' ^ * | 

Another area in which the measurebent and de- 
sign tools used in preventive and community health 
, are of value is in developing continuity at the 
patient-providei* interface. 

^he evolution of practice over the last decade 
has diminished the continuity that is available 
through personal .interaction between the paljent 
. and an individual practitioner As physician part- 
-nerships increase; the role of the medical record a«d 
team commilnications becomes more crucial. These 
•are purported ta allow continuity ^to^xist between 
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a patient and, an institution. However, litfk informa- 
tion exists about the adecfuacy of these substitutes 
and how their valtie is optiixiized for the institutions 
that choose to go this route. Such evaluations 
should be an ongoing activity of model practice 
.units in which primary . practitioners train. Once 
again, the role of preventive and community health* 
is woT^ng side by side with trainees in acctfmpffsh-R 
•ing this goal 

The remaining curricular goals deal with macro- 
systems and the d^erminants that will shape the 
overall structure of health care in the future. The^ 
major emphasis of recent legislation has dealt with 
the*regional organization, of services arjd the re- 
structuring of health financing. Comrnunity health 
faculties are usually the most informed members of 
the academic community. They can serve as the 
nucleus for periodic seminars that give tramees an^^ 
overview*, of such issues as comprehensive health 
planning, regional medical programs. National 
Health insurance, and prepayment systems. 



In summary, the authors' expectations of teachers 
of preventive and^community health are extensive 
They are no more unreasonable, however, than the 
demands made, of ot^i^ , disciplines to move from 
the "pure" to '^applied'' sciences In providing pri- 
mary care. We invile them to join the coming 
revolution in medicine. 
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MEDICAL^DUC ATION 
FROM THE PERSPECTIVE 
OF MINOfttry GROtJPS— 
A SOQAL IRJUCY ISSUE 



, Leslie Folk 



BACKGROUND 

Dr. Robert Berg urged us in our discussion of. 
social policy issues to bring up some "here and now" 
examples, ds well as some long tefm ones*. This 
discussion will inclu<^e that effort. 

i We have established by now that primary tare and 
Itommynity medicine are "in it together," even 
though they are separate disciplines. But what is the ^ 
"it"? Do we define "it" the same way? The specific * 
social meaning of things at the social policy leyel has 
to be^lescribed at this point by some examples. Both 
the family practice and- the preventive medicine 
movements have had great difficulty identifying with' 
black, brown and red people, women and poor white 
populations, at least from the viewpoints, beliefs aftd 
cultures of those "minoritie?." We need to under- 
stand this historically. We have to deal with flie role 
of women as healers, and the nature of the healt^ in 
our minority cultures. What has it meant to g^t an 
education iaa white', male-dominated medical schpol 
.system in iWUniled-States? What were thQ, problems 
of the tli^o black segregated schools — Howard and' 
Meharry? What ab«ut the small group of minority 

^ practitioners who did develop? Are there great re- 
sources of talent in the minorities which can t)e 

. tapped much more than they have been in the past? 
If so, can they get past tlie defeating behavior of 
some medjcal schoibl faculty members? In short, hpw 
can we of the white-dominant, group "turn our hear- 
ing aids" on better to minorities and women, and 
listen to their vocabularies, their ways 6f thinkiiig 
and acting? 

Let me speak {Personally now for a while. 



Meharry Medkal CoHege 

^Ifcjime to Meharry Medical College, a predomi- 



nantly black school, seven years ago (1967) with a 
re^nt bacl^round focused on iiealth 'administration, 
health care delivery, occupational medicine, health 
planning and the finapcing'of health services. I got 
to these from antibiotics research and nutritioif. 
interests (which led me into the preventive medicine- 
* public-health world). 1 then added medical soci- 
ology and medical history as concentrations in the 
basic disciplines. ^ 

Mpharry Medical School had a marginal image in 
October 1967. The big question was whether it- 
should survive, or whether it should "go out of busi- 
ness." These years at Meharry I)^e demonstrated to 
me the importance of the black-led institution. Me- 
harry*s keen ear for the community minority and 
poor population's needs, its efforts to work ^ilh the 
consumer, and* above ^ill its faith and demonstration 
that the black man or woman can become a good 
doctor, are precious attributes. Fortunately, it^is be- 
yond the bootstrap-raising level' noW,and becoming 
a first-rate institution. 

An Office of Equal Opportunity-financed Neigh- 
borhood Health Center, now called the Matthew 
Walker Health Center, was l^uilt in 1969, the first 
major construction at Meharry sinc6 193 h This is an 
/•important fact for some of those who may have for- ^ 
gotten the key role which the Vpovelty program"^ 
played in that period. "Consumer participation," 
consumer involvement and identification, meant to 
it, and to other medical* schools, a fresh l?reeze 
through sutffy corridors.- • ' 

We set up four family health teanis, with 
primary care as t4ie center of the model. These teams* 
serve an inner-city population of sonje 40,000 peo- 
ple, predominantly black, with some 12 percent low- 
' income white, mostly very young and very old. The- 
term, "family health team" meant, ^t first, mix of 
physicians, nurses and heahb workers working in 
^n-room suites. Primary care physician meant either 
an internist or a pediatrician; family medicine physi- 
cians had not appeared on our scene. In other words, 
Meharry had not yet gone the route of identifying 
with the family practice edi|^tion movement. Tlfe 
initial expectation that some older general practi- 
tioners might want to return did not occur. This - 
seemed to primarily an e(jonomic fact, i.e., the 
income which ofle accun)ulatcd was not competitive* 

However, we promptly introduced the expanded 
nurse role. The public heahh nurse who had visited 
the 111 in th^ir homes, logically merged into the nurse 
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practitioner. Jn this primary care teaching role, the 
' mirse practitioner does not practice independently 
unless the family health team is without a doctor. She 
is given more responsibility if there is no doctor, but 
she is still supervised on the premises 

In this settings- our clinical year medical students 
negotiated with the healtlr center's Consumer Health 
Council to participate in the patient care activities. 
Students could not be introduced into the center im- 
mediately because the community did not trust them. 
Health center professionals and the faculty were 
smart enough not t<^ush the issue. The students and 
the consumers themseKes worked out a "Successful 
agreement, which has worked beautifully now for 
five years. Since 1969 the Department of Family and 
Community Health has a core rotation of six 
weeks, with a contrdlled number of clinical year stu- 
dents. (We also have a good deal of earlier core 
time, 36 hours in the first year, and 72 hours in the 
second year. So we are in a fortunate access situation 
with all the medical students.) At first, eight students 
were assigned as clinical clerks to the Matthew 
Walker Health Center, combming in one six-week 
clinical rotation the two fields of community medi- 
cine and primary medical care* attemptmg their uni- 
fication. The educational goals '^re: patient care 
competence,, understanding^ the primary health team 
and primary care»» provision; basic preventive 
medicine-pubhc health competence, community, di-^ 
agnosis and community "prescription" (health plan- 
ning or social action ) . 

We are working towards the "^ame-time-same 
place'' kind of educational goal for the student 
vhealth team This is terribly difficult as anybody who 
has tried it knows A- wonderful opportunity devel- 
oped- from the beginntng-*-a vweekly fafnily health 
team conference, includmg all the health workers>of. 
a family team and any studenls working inUhat team 
At tfiis conference someone gives a^i on-the-spot, ^ 
real-life case, or a report on a patient-case or an 
epidemiological, health care organization, health and 
human values, or biomedical ethics case. 
^ In 1972, an fin-campus , health - care delivery 
model, <he ''314-E\Comprehensive health Center, 
was developed. It series a second defined population, 
and, includes patients from the rest of the predomi- 
nantly black neighborhoods of Nashville- A ChildrerT 
and Youth program and a Communily Mental Health 
Center, which are part of the organized ambulatory 
team model are als6 on campus. All ambulatory 
services have been transferred to* these new build- 



ings and new models including a private practice 
group. 

About half of the students now have their precep- 
tor placement in off-campus arrangements. One is * 
an cpidemtSTog^ placement* withv the Tennessee 
State Health Department located in Nashville; an- 
other is tuberculosis control. Organized health care 
delivery systems are used in areas such as Jackson, 
Miss,, Chattanooga, Cljicago, New York City, ^jj^ 
areas such as the Lee County Cooperative Clime, 
Marianna, Arkansas, and the Moynd Bayou, NTi^sis- 
sippi Delta Health Center, where we have attempted 
to build on what they and Tufts, accdmplished. Spe- 
cifically, we are developing a broad '' educational 
program as part of an area health program centered 
at Uie community hospital. 

Tuskegee i& another example of Meharry area 
health education relationships. It h'as emerged 'from 
the days of segregated educatfon .when it was neces- 
sary that black residents go to places like Tuskegee 
It left behind dozens g^capabl^p physickni^ who. were 
willing to, teach. The Tuskegee Area^ Health Educii^' 
tion Center represents another easy planning ^ntity^ 
in which to work. 

The rural and the inner city s|iortages are a reality 
N which we experience clearly. Some of our education 
involves the student and the residept in a listenirfg- ' 
to-the-cortsumer session, A delegation is likely \o ; 
come jrr saying **Can ypfi find us a doctor?'' How 
you work with this community, expressing what it 
thiilk^ its needs are, is basic. WCs attempt to make a 
community diagnosKand prescription, to^ild more' 
closely what's feasible, and give som^ professioital 
interchange on what the model' should be, rather . 
than the fruitless ^Knocking ourselves out" task of 
trymg to recruit^' s6lo practice doctor for a rural\~ 
community. The extent to|||^kh the academic unit of^ 
stu^lgnts, resident^ and facl^ty^caIl set up m6del^ 
wh^ch will influence sludents is'.an' important high 
priority effort in o|lir educationarprogram. 

•A western Jeni/essee project in Fayette and Hay-"^ 
wood Counties, twQ of the poorest counties in the 
^pumry, pr^ides ^'Hc-jWhTairs'' with multiphasic 
greening iin(j followup^bf ffosltive 'findings. We 
identified' tl^? health problems* hc^iW rights, .and V 
health services needs, and fhe/esult is a community 
center \vith ofie cfcetor, one nug^^ practitioner and 
health* workers. • ^ ^ 

An example is neces?,ary to ind^ate how we 
confflne. and identify health and health services 
'needs, NVe discuss the difTerenoj^ m the inner 'city/ 
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between identifying pulmonary disease and Mts re^ ^ial History . 

lationship to air pollution, t(5^pferson self-pbllution historical development of .comhiif- 

througHe the cigarette, and^ pollution relation to oc- . medicine. Iwill expand a bit beyond 

•^cupation. These are .all -different levels whidh we try ^^^.^ ^^^^^ ^^^^ ^^^^^ ^^^^ ^ ^i^^^^j^^, advantage 

V to relate to primary care For example asbestos is ^^^.^^ ^^.^^^^ developed from the J'gentleman 

.practically ubiquitous ^und us all, both m en- hy^j^i.^. (nonmanQal labor \ype). -f^^ the 19th 

vironniptai air anH in occupations, like heating ^nd ^^^^^^^ ^^^^^^^ practitioner came from the lower 

venlil^Sng. But is asbestosis, as a <lisease:2, It is>« \ ^.^^j^ ^^^^^^ apothecary, cer- 

littk more difficult to get people e^^ited about smor . ^3^^, ^ ^^entl^man." Public health, the 



control 4n the inner city, particularly in a black com 
munity where ra^s jun actc*s the street, and students 
ea^fjj^ sa);, *'Mah, you're trying to put us of! with tkis 
kind of indirect political stuff. Where can we get on 
smo^You got to change th^ s^em^L|ts clean up r 
the>ats; we hate them." ^^o we say^Hklet's give 
. attention to rat control. What' does tllfmean kn 
policy. Ultimately, the "power structure" 
(slumlord jnfluence and political process) surface. 
•liTtliTs instance, >hat Is the consumer's role, includ-A 
' ing the citilens' health cou^il. if any'^ After it 
.^demonstrated a couple of ^ times-, that a medical st^ 
dent delegation "didn't get anywhere,'; ^ settld 
down with the values and lefTorts by which* they live 
\heir lives. 

Jp I hope I have given a bit -of flavor to the attempts , 
Of 'family practice and coraxnunity health, despite 
their differences, Jo feeP comfortably at home to-, 
gether. It is easy, to shove Prev(yitive Medicm?- 
Public Health Part II National 'Bocirds. -under the 
[ • noses of clinical students, as- netessary learning 
objtfctive ^ be. able to practice! In-'family practice, 
patient cafe competencies and family knowledge and 
skifls are the necessary objectives, We will gladly 
» supply ^detailed list of edilcational objective^ to' 
Hhose interested. ^ ' * ^ . * 

We are biased towj^d-^he organized practice-^ 
teaching model rather thai? tow^rld the^^o priJcti-, 
tioner model. We have sojj^t ouMhe organized 
health fean) delivery system,' and^kave a series of' 
such arrangements — rural and urban Qn^^^is an all- 
white, Jour .doj^tor (two males ancl two females*) 
family practice group in a rural coun^t se«t an hour's 
drive south^of Nashvil/e, m Shelhyville. tennesse^ 
The .county, hospital is across Uie^road. We' have 
given thFs model a high priority IH,this case, th;^ cur- 
rent president of the, Te nnessee ^'fcademy of Family 
• Practice is a member. THe .pracUHoners on thi^5 U^am 
are "eaeer-beaver teachers,** and%je rated highly 
aifiong^eld faculty preceptors eol^ctivenesv 
have a guide gcmtaininrg our education'al objeclivbs to 
, help our>^eld faulty in evaliiatiQg" students- , - 



stood, recognized and consci^sly corrected. 

Blaii^ Doctors- Tl?e blackTRx^or also has-been- 



precursor to community medicine, was part of the 
"reform movement." It was involved in problems- of 
. contaminiUe'S.^gaking water and other such hazards. . 
Both community medicine and primary medicine had 
to face the pressing problems of daily life, .wipi little 
time to keep up wifh new research, §nd thus did^not 
always provKle the best and rsSest services. 

Women' Woman's role as midwife ^progressively 
began to lose its legitimacy, particularly in the United 
States Medicine has b^bn male-dominated m^the 1 
•Unfted States historically and this should* be undet- ^ 

misly corrected. - "ir 

' discriminated against in the United States. By main- 
taining independence and loyalty to the black 
race, African culture was a threat and had to be<ie- 
stfoyed Slaves could not legaHy becojuS'tfOltors be- 
cause it gave them the freedoni Which could be used 
against their masters, and also it^was dangerous for 
jr slave ip kiove*aroivrfd. TerTl^See is an exan^ple of 
that which occurred in all the slavt-owi^ng States. 
L3WS were enacted forbi^Jding slaves to become doc- 

^rs» Life was vicarious and full of prejudice agamst' 
blacks — p^e cj* slave. New York^ abolished slavery . 

. asMate as. 1835. The Civil War. and Emandpation . 
Pr(x:lamation came only, 30 years later, both pre- 
ceded and succe^ec] by segf^»on, discrimination, 
ra^e Hots. and exclusion* of blacks from the best edu- . 
cational opportunities. • ^ ^ 

Br([Avn ■ Healers an^l Native Americans ', Another 

^^example of discrinH^ion (ixists toward the brown 
j^ce — ^the Cbftano — and the* Amei^ilfcn In4ian. The 

*Chicano had the unavoidable migrant hea||pi prob- ^ 
♦lems. the language barrier, and their superstitiousit)e- 
liefs about illnesses The Anient^in Indian also had" 
his own beliefs abou^ illncj^.and well-being. The 
mechcine mafn's role as .healer is an aspect of Jhe 
culture of (he Indian that should -have been" under- 
stood in^its context. It is clear, of course, tfiat the, 
.rehition^ip of'^^cr^ and dependency - is ^cial * 
among these minorities. 
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• Other Healtl} Workers: In addition to the physi- 
cian — in prevention or in primary care — there is the 
family health team. Almost automatically, in talking^ 
of the family health team, the primary health team, 
the i^r^ventive health team, one visualizes the .nurse 
and other health workers. We must incorporate into 
our* education actual health team models. Role, re- 
lationships are crucial. We must give students op- 
portunities to learn the rjght^ models, as 'well as the 
p wrong," model of the cjeclining, isolated practitioner. 
\{ we^prpint only^one model we can sl^ the^ future 
in f3^r of the status quo. 



Qur research in^ health services can help clarify 
*the effectiveness and improvement of these models 
for health service delivery. For example, c^n we con- 
^ firtn 'that' the gafient counseling and education role 
Us more silcce^ully done by nurses than by physi- 
cians'' There are some, leads xnjiYit health services 
l^search litetat^re that thisMs a fact. For example, 
diabetics understood apd remained on Jnurse- 
explained diets better than orf M.^^xplajned diets. ^ 
Thus, we hiust evaluate both nl^R^ls and contents, 
considering patient satisfaction anci health mainte- 
naniTe, as well as disease and treatment specifics. 
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